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Adult Mental Health Essay
INTRODUCTION
Since the mid 1960s, research in the United Kingdom has reported differences in rates of 
psychosis amongst ethnic minority groups living in Britain and the white population, and 
later re se ^ h  has confirmed differences in treatment as well. My interest in this subject 
originates from experiences of working in mental health settings, frequently noticing 
differences in the treatment of clients, depending on their colour of skin and country of 
origin. Naturally, these experiences might bias my viewpoints, however, I have made a 
conscious effort to keep an open mind when doing the background reading for this essay.
In the essay, I set out to investigate to what extent the process of diagnosis and treatment 
of psychosis in Britain is influenced by being a member of an ethnic minority group. In 
order to establish this, the essay will summarise the research that suggest that differences 
between ethnic groups exist. Following that, I will discuss the impact of racial 
discrimination on this process, looking at evidence that suggests that racism plays an 
important part, as well as evidence that contradicts this hypothesis. To conclude, I will 
summarise the findings and discuss its limitations and implications.
REVIEW OF THE RESEARCH
Most of the research looking at differences between white and ethnic minority groups in 
terms of diagnosis and treatment of psychosis has focused on the African-Caribbean 
population (e.g. Harrison et a l, 1997). Similarly, I have chosen this group to be the focus 
of this review, since the results found in this group has provoked a debate in this area for 
decades.
Diagnosis
Researchers investigating differences in rates of psychosis have collected data from a 
range of different sources, such as, hospital admissions (e.g. Cochrane & Bal, 1989), 
contact with mental health services (e.g. Harrison et a l, 1997), contact with any hospital 
or community service (e.g. Bhugra et a l, 1997), and community samples (e.g. Nazroo & 
King, 2002). All of these studies have found evidence suggesting that rates are higher in 
African-Caribbean people than in white people. However, a major difference between
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studies conducted in hospital/mental health services and general health or community 
services/community samples, has been found in terms of the size and significance of the 
increased rates.
Harrison et al. (1997) looked at a people making first contact with mental health services 
and reported rates for psychoses in Afi-ican-Caribbean clients that were almost ten times 
the rates found in the “remaining population” group (mainly consisting of white clients). 
Similarly sized differences have been found by other researchers (e.g. Cochrane & Bal, 
1989) and words such as ‘epidemic’ (Harrison et a l, 1997, p.805) have been used to 
describe the rates.
Some researchers hypothesise that contact with treatment services is a reflection of illness 
behaviour rather than illness per se. Bhugra et a l (1997) found that although there was an 
increase in rates of psychosis in African-Caribbean participants in their sample of people 
who made first contact with a range of health and community services, the excess was 
just under twice the rate of the white population. Taking this hypothesis even further, 
Nazroo and King (2002) estimated annual prevalence rates of psychosis in a community- 
based study, and although they found the rates in the African-Caribbean group to be twice 
that of the white group, this difference was not significant. Similar results had also been 
found in a previous community-based study (Nazroo, 1997).
Treatment
Psychotherapy
The National Institute for Clinical Excellence (NICE) guidelines for Schizophrenia (2003; 
www.nice.org.ukl states that psychological therapy (in particular CBT and family 
therapy) should be considered in the treatment of schizophrenia. However, McKenzie et 
al (2001) found that white clients were significantly more likely to receive 
psychotherapy following a psychotic episode than were African-Caribbean clients. A 
community-based study (Nazroo, 1997) reported similar findings. Although just 2.7% of 
the white group who scored positively for psychotic symptoms received therapy, none of 
the African-Caribbean individuals surveyed received therapy. Taking into account that
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African-Caribbean people have been found to be overrepresented in mental health 
services, they should have been more likely to have been offered psychotherapy, and that 
makes this difference is even more telling.
Medication
Many researchers have found that people from ethnic minorities are given higher doses of 
medication than white people, and also for longer periods (see Bhugra & Bhui, 1999). 
Dunn & Fahy (1990) found that in clients who had police admissions to a psychiatric 
hospital (of which 86% were diagnosed with psychosis), black clients were more likely to 
be put on neuroleptics than were white clients.
However, other researchers have found another picture, resulting in difficulties in 
reaching any conclusions regarding medication practices and ethnic minorities. Nazroo 
(1997) found that in a community sample, white people scoring positively for psychotic 
symptoms were given major tranquilisers more frequently than black people. 
Furthermore, McKenzie et al. (2001) did not find any difference in number of months on 
antipsychotics between ethnic groups. However, white clients were more likely to be 
prescribed antidepressants and lithium.
Forensic facilities and compulsory admissions
An overrepresentation of African-Caribbean clients with psychosis in forensic facilities 
has been reported by a number of researchers. Coid et al. (2000) found that black clients 
were nearly six times more likely than white clients to be admitted to secure forensic 
facilities. However, Walsh et al. (2002) found that African-Caribbean clients were only 
slightly overrepresented in forensic hospital facilities, and the difference was non­
significant. They argue that most of the studies finding large overrepresentations have 
frequently resulted from comparing admission rates with the general population, without 
taking into account that African-Caribbean clients are overrepresented in other mental 
health services as well. In terms of compulsory admissions under the Mental Health Act, 
Harrison et al. (1989) found a non-significant trend suggesting that black clients were
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detained more often under the Mental Health Act, and this goes in line with findings by 
other researchers (e.g. Dunn & Fahy, 1990).
Conclusion
Despite a variety of methodologies and samples, researchers have consistently found a 
higher incidence of psychosis in the African-Caribbean population compared to white 
population. However, the difference is not as extreme in studies that have looked at 
prevalence rates in the community rather than hospital admissions. Therefore, we can 
conclude that members of the African-Caribbean population have higher rates of contact 
with treatment services, but not necessarily significantly higher rates of psychotic illness.
In terms of treatment, it appears that African-Caribbean clients receive poorer treatment 
than white clients. Most research suggests that African-Caribbean clients are offered 
psychotherapy less often than white clients. As for medication, there is no clear picture as 
to whether there are any differences in how often medication is prescribed, the dosage 
and length on medication. Finally, African-Caribbean clients seem to have more 
admissions to forensic facilities and more compulsory admissions, although some of the 
effect might be a result of comparing rates with the general population.
RACIAL DISCRIMINATION
Having established a difference in diagnosis and treatment of psychosis, I will now 
proceed to discuss to what extent these differences can be accounted for by ethnicity. 
After reviewing a number of different hypotheses trying to explain the excess rates of 
psychosis in the African-Caribbean population, it seemed apparent to me that racial 
discrimination, whether it be directly or indirectly, plays a major part in the process of 
both diagnosis and treatment of psychosis. I believe this can either be a result of racist, 
stereotypical, or simply ignorant views of health professionals, or that racial 
discrimination plays an indirect role, in that it increases vulnerability for psychosis in 
African-Caribbean people. I will now explain the above hypotheses in greater detail.
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Institutionalised Racism
As reported earlier, community-based studies have found significantly less elevated rates 
of psychosis in the African-Caribbean population compared to studies based on samples 
from mental health services. This suggests that part of the excess is an effect of the 
process of diagnosis rather than the actual incidence of psychosis, and institutionalised 
racism is one aspect that has been found to influence diagnosis and treatment (e.g. Bhugra 
& Bhui, 1999). Institutionalised racism has been defined as:
[...] pervasive racist attitudes and practices, assumptions based on racial 
differences, practices and procedures 'which are discriminatory in outcome, if not in 
intent, and a tolerance or acceptance of such differences.
(National Institute of Mental Health in England, 2004, p.37).
I will now proceed to discuss a few hypotheses that can provide an explanations as to how 
diagnosis and treatment can be affected, all of which I think fit under the above 
definition.
Stereotypical views
Racial discrimination occurs everywhere in society and I think that it is highly unlikely 
that it would not influence mental health services. Although explicit racist attitudes 
hopefully are unusual in psychiatric settings, I believe that stereotypical views can remain 
unchallenged and affect all of us when working with ethnic minority groups, both in 
terms of diagnosis and treatment.
Fernando (2002) argues that the area of how race distorts objectivity in diagnosis making 
is poorly researched and often ignored, and indeed, I found only one British study 
investigating this. Lewis et ah, (1990) gave case vignettes, differing only in the gender 
and ethnicity of the fictional patient, to more than 200 British psychiatrists. From the 
results, they concluded that many of the psychiatrists held a stereotypical view of 
African-Caribbean clients presenting with psychosis. They were judged as more violent 
and it was suggested that criminal proceedings would be more appropriate than treatment.
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Furthermore, the illness was predicted to be of shorter duration than that of the White 
subjects; and it was thought that less neuroleptics would be required in the treatment. I 
will now outline a couple of examples of stereotypical views associated with African- 
Caribbean people and how they might affect diagnosis and treatment respectively.
Cannabis use and its effect on diagnosis
Results from research linking cannabis use and psychosis varies somewhat, however, 
most research suggests that excessive cannabis use is a risk factor for psychosis (e.g. 
Henquet et a l, 2005). It is likely that the stereotypical view of African-Caribbean people 
as Rastafarians might affect psychiatrists’ likelihood to diagnose an African-Caribbean 
patient with drug-induced psychosis. In my own experience of working as a nursing 
assistant in a psychiatric hospital, 1 found that black clients were more frequently labelled 
as psychotic or suffering from schizophrenia, often before even meeting the professionals. 
On the other hand, there seemed to be more reluctance to label white clients as rapidly.
Violence and its effect on treatment
As mentioned above, the study by Lewis et al (1990) suggested that British psychiatrists 
were likely to view African-Caribbean clients as more violent than white clients. Other 
studies have found that African-Caribbean clients were perceived more likely to show 
behaviour potentially dangerous to self and they were also reported more frequently for 
assaults or violent acts (Harrison et al, 1989). In my work as a nursing assistant, I did 
substantially more one to one observations with black clients than white. It is difficult to 
say whether this was because black clients actually were more violent or at more risk of 
harming themselves, or if it was just the perception of the staff. However, either way, I 
believe that violence could be a result of poor treatment and negative attitudes towards 
this group, and this might set off a negative spiral in terms of sectioning and admissions 
to secure hospitals.
Validity of the western concept of psychosis
Diagnoses of psychotic illnesses have been developed in a mainly western culture, using 
western frames of reference. Can these concepts be applied universally, across different
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cultures? Authors such as Fernando (2002) have argued that it is inappropriate to apply 
white, western concepts, such as schizophrenia, to individuals from non-western cultures. 
Normality and abnormality cannot be Considered medical or scientific concepts, since 
they are defined within a social and cultural context. Hence, they should not be applied 
across a range of cultures.
One example of how interpretations of events can differ between cultures is in the 
occurrence of hallucinations. Hallucinations is a symptom that is strongly associated with 
psychotic illness. However, Western and non-Westem cultures differ in their concepts of 
hallucinations and reality, and this is reflected in different attitudes as well as the 
emotional reaction to them. In Western cultures, people are discouraged from assigning 
credibility to hallucinations and they even learn to ignore their existence. Overall, 
hallucinations tend to be viewed as something negative. However, in many non-Westem 
cultures, people might be encouraged to pay attention to their hallucinations, which can 
be viewed in a positive manner. Hence, little or no emotional distress might be associated 
with them (Al-Issa, 1995). Johns et al. (2002) found that African-Caribbean people were 
2.5 times more likely than white people to report hallucinations, although this might just 
be a reflection on their readiness to report such experiences. However, considering the 
strong association between hallucinations and psychosis, reporting hallucinations might 
increase the likelihood of being diagnosed with psychosis.
Appropriateness of western approaches to treatment
With the diagnosis of psychosis based on the western understanding of aetiology and 
course of illness, it follows that treatments offered in the National Health Service (NHS) 
have been developed in accordance with these ideas. How does this apply to the needs of 
members of ethnic minority groups?
Therapy
As discussed above, African-Caribbean clients are frequently not offered counselling or 
psychotherapy, and when they are; how helpful are the therapies offered by the NHS 
today? The psychology taught and practiced in the West have been found to be very
11
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culture bound. Nagayama Hall (2001) concluded that although several psychological 
therapies have empirical support for its effectiveness, there is not enough evidence that 
these therapies are effective with ethnic minority populations. Widely used therapy 
manuals such as Beck, Rush, Shaw, and Emery’s (1979) Cognitive Therapy o f 
Depression are primarily based on individualism, whereas many non-Westem societies 
have a collectivist culture (e.g. Femando, 2002). My own experience of working with a 
man from a collectivist culture has made me aware of some of the difficulties that might 
arise, and has required me to challenge my own perceptions of what to focus on in the 
sessions. This is not to say that psychotherapy in its current form cannot be helpful for 
ethnic minorities, but a lack of knowledge of cultural differences and a lack of 
commitment to providing evidence-based care for ethnic minority groups is in itself 
discriminatory.
Medication
The predominant treatment model in Britain for people with psychotic illness is 
medication-based. It can be assumed that this type of treatment matches a biological 
explanation of psychotic illness better than other explanations. When comparing 
explanatory models of illness in clients from three ethnic minority groups (including 
African-Caribbean) with white clients, McCabe and Priebe (2004) found the white group 
more likely to cite biological factors as causes of their psychotic illness, whereas the non­
white groups were more likely to attribute their illness to supernatural causes or social 
causes. People with a biological explanatory model of their illness were significantly 
more likely to be satisfied with the treatment and more often said they were receiving the 
right treatment. This suggests that ethnic minority groups might not get the treatment they 
want and feel is appropriate. However, having a non-biological explanation of the illness 
did not affect treatment compliance, although it is not known whether the discrepancy 
between treatment model and explanatory model of illness had any effect on the outcome 
of the treatment.
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Conclusion
This section has attempted to show how institutionalised racism can affect diagnosis and 
treatment in ethnic minority groups in a range of ways. As explained, having stereotypical 
views, or attempting to fit people from ethnic minority groups into diagnoses and 
treatment models developed in and for a white culture, could have adverse effects and 
give an illness picture that is incorrect.
Racism in Society
It is not only institutionalised racism that can have an affect on the process of diagnosis of 
psychosis; racism in society in general can also have a negative effect. Such racism can 
take the shape of direct attacks or everyday minor acts of discrimination. Direct racist 
attacks are considered life events, whereas the more indirect incidences are thought to 
constitute a chronic stressor (Bhugra & Cochrane, 2001). Karlsen and Nazroo (2002) 
found that people who had experienced verbal abuse were three times more likely to be 
suffering from psychosis, whereas those who had experienced a racist attack were five 
times more likely to suffer from psychosis. I will now review two psychological theories 
that offer an explanation as to how racism in society can play a part in increasing the risk 
of psychosis.
Stress-Vulnerability model
The stress-vulnerability model (Nuechterlein & Dawson, 1984) suggests that everybody 
has a different level of vulnerability to the development of psychotic experiences. 
Vulnerability is determined by both biological factors (e.g. genetic factors or biological 
changes following birth) and psychological factors (e.g. social competence, and coping 
limitations). Environmental stresses can come in terms of life events or a constant high 
level of social environmental stress. Vulnerability will only result in psychosis when 
environmental stresses are present. Different levels of environmental stress are required 
depending on whether the vulnerability is high or low.
As mentioned above, a direct racist attack can work as a stressor in terms of being a life 
event. Everyday racial discrimination, with possible results such as unemployment, poor
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housing conditions, and low socio-economic status, can function as a constant high level 
of environmental stress. However, discrimination may also function as a vulnerability 
factor, as it might have given a person few opportunities to develop psychological 
resilience factors such as social competence.
Psychological theory of delusions
A theory looking at how a person’s attributional style might cause racist events to lead to 
delusions has been developed by Bentall and colleagues (e.g. Kaney & Bentall, 1989). 
Individuals subjected to high levels of stress, such as racist attack or the adverse social 
conditions discussed above, might arguably lead to problems with self-perception and 
identity (Sharpley et al., 2001). These same stress factors can work as a trigger to activate 
an underlying negative concept of themselves, which leads to a discrepancy between how 
the person sees themselves in reality and how they would like to be. To minimise this 
discrepancy, delusions might be constructed as a defence to maintain self-esteem, in the 
sense that the cause of the negative event is attributed to an external source. Based on this 
theory, it might be suggested that people from ethnic minority groups have an increased 
vulnerability for developing delusions.
Conclusion
The theories above are an attempt to explain how racism might have an effect in the 
development of psychotic illness. Although these theories were not developed to explain 
the excess rates of psychosis in people from ethnic minorities in particular, it is clear that 
direct racist attacks as well as indirect discriminatory events add to the vulnerability of 
these groups.
CRITICAL ANALYSIS OF RACISM HYPOTHESIS
As seen above, there are a number of ways in which racism could explain part of the 
differences in rates of psychosis as well as in treatment between African-Caribbean 
clients and white clients. However, if racial discrimination was the only influencing 
factor, how can we explain the fact that the Asian population has not been found to have 
excess rates of psychosis? And why are they less likely to be admitted to forensic
14
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facilities? Furthermore, why have excess rates been found amongst white people not of 
British origin (primarily the Irish)? Finally, why does the stress of racism not show in 
terms of excess rates of other mental health problems in the African Caribbeans?
No Excess Rates of Psychosis in the Asian Population
Excess rates of psychosis have generally not been found in the Asian population (e.g. 
Bhugra et a l, 1997), although some researchers have found differences in rates between 
different Asian countries (e.g. Nazroo & King, 2002). Considering that the people from 
the Caribbean and from Asia started migrating to the UK roughly at the same time, should 
they not have experienced similar rates of racial discrimination? Are Asian groups less 
discriminated against? Actually, Modood et a l (1997) concluded that Pakistanis and 
Bangladeshis are the most disadvantaged ethnic minority groups in the UK. How can we 
explain the differences in psychosis rates?
Differences in the help-seeking process
One explanation for the low rates of psychosis and other mental illnesses among Asian 
people living in Britain is the protective features of the close-knit community. 
Psychological problems are believed to be dealt with in the community rather than by 
seeking external help. Hence, it could be argued that Asian people suffer the adverse 
effects of racism, leading to increased rates of psychosis, to the same extent as African- 
Caribbean people, but do not seek help professional help for their problems. However, no 
evidence has been found to support this hypothesis (Sharpley et a l, 2001).
Socioeconomic factors
As discussed above, socioeconomic factors such as unemployment, poor housing 
conditions and low socioeconomic status can work as stressors and increase vulnerability 
of suffering from psychotic illness. Bhugra et al (1997) found that the unemployment 
rate in the Asian group was similar to that encountered in the white group, and 
significantly lower than the rates of African-Caribbean group. Being employed increases 
the possibility to improve housing conditions and socioeconomic status, and as a result.
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individuals of Asian origin may not experience these vulnerability factors as much as 
individuals from the Caribbean.
Misdiagnosis revisited
It was suggested earlier that a poor understanding of non-western cultures might lead to 
wrongly identified cases of psychosis. It might be argued that this does not affect Asian 
clients to the same extent as African-Caribbean clients, due to of the relatively large 
number of Asian bom psychiatrists in the UK (see www.rcpsvch.ac.uk for information 
about the ethnicity of members of the Royal College of Psychiatrists). It could be 
assumed that a psychiatrist who is of the same cultural background as the patient is less 
likely to misunderstand self-reports and consequently be less likely to give the patient the 
wrong diagnosis.
Can excess rates of psychosis in the African-Caribbean population be explained by the 
argument of misdiagnosis? Hickling et ah (1999) found that a Jamaican psychiatrist and 
white psychiatrist diagnosed a similar proportion of African-Caribbean clients with 
schizophrenia. However, there was little agreement on who should receive the diagnosis. 
Although the results from this study could suggest that an element of misunderstanding of 
symptoms might be present, it does not account for the excess of diagnosis of psychosis.
Low Rates of Forensic Admissions in Asian Clients
The same study that found that black men were six times more likely than white men to 
be admitted to forensic facilities, found that Asian men were only half as likely to be 
admitted as white men (Coid et a l, 2000). This finding could potentially be linked to the 
perception that Asian men being less dangerous than black men. Looking to myself, I 
believe I would perceive a group of black men as more threatening than a group of Asian 
men. This might partially be due to the differences in physical size, with Asian men 
generally being smaller than white and black men. Perceiving larger people as more 
dangerous than smaller people could help explaining the excess admission rates for black 
clients in forensic services.
16
Adult Mental Health Essay
Excess Rates of Psychosis in the Irish
Another finding that does not fit with the racism hypothesis is that Irish people living in 
the UK have been found to have higher rates of psychosis than their British bom 
counterparts (e.g. Cochrane & Bal, 1989; Nazroo, 1997). Although the Irish population is 
an ethnic minority just as much as the African-Caribbean group, they are not visibly 
different from the British White population. It could therefore be assumed that they are 
less likely to be subjected to racism, although they might still suffer high levels of 
prejudice and discrimination related to their history of having been subjected to British 
imperialism, particularly in terms of socioeconomic factors. However, this finding 
suggests that racial discrimination per se is not a necessary prerequisite for excess rates of 
psychosis in ethnic minorities.
Low Rates of Anxiety in African-Caribbean Clients
If the link between racism and stress is strong, how come rates of anxiety, which is 
generally viewed as a highly stress-related illness, are lower in the African-Caribbean 
population than in the white (e.g. Shaw et a l, 1999)? There could be a range of 
explanations for this, however the assumption that anxiety is a stress-related illness could 
be viewed as a racist assumption in itself. It has been suggested that different ethnic 
groups deal with distress in different ways. For example, young, female Asians have 
twice the suicide rate of that of the white population (Soni Raleigh & Balarajan, 1992) 
whereas alcoholism is overrepresented in white individuals (Cochrane & Bal, 1989). 
Potentially, African-Caribbean people could for some unknown reason be more 
vulnerable to psychotic illness than to anxiety following stress.
Conclusion
Results of research regarding other ethnic minority groups, as well as of research about 
rates of other mental illnesses in African-Caribbean people does not seem to fit very 
neatly with the view that the process of diagnosis and treatment of psychosis in ethnic 
minorities can be explained by a racism hypothesis. Although racism seems to play a 
major part, it cannot account on its own for excess rates of psychosis, nor is it a 
requirement. It is likely that the excess rates of psychosis that have been found in African-
17
Adult Mental Health Essay
Caribbean people are due to a combination of factors, some components of which we are 
probably unaware.
CONCLUSIONS
In this essay, I have examined to what extent being a member of an ethnic minority group 
affects the process of diagnosis and treatment of psychosis. The review of the research 
investigating differences in diagnosis and treatment between African-Caribbean people 
and white people concluded that the excess rates are mainly a reflection of treatment rates 
rather than illness rates per se, and it strongly indicates an effect of ethnicity in the 
process of diagnosis. I proceeded to explain how different forms of racism, direct as well 
as indirect, can provide an explanation for how the process can be affected. Finally, this 
evidence was reviewed by looking at evidence from other ethnic minority groups, and a 
conclusion that racism is an important, but not vital, factor was reached.
Limitations
It is beyond the scope of this essay to critically evaluate all the studies that have been 
reviewed in this essay. However, a factor that seems to have been ignored by most 
researchers is the definition of the word ethnicity. Owusu-Bempah (2002) concludes that 
there are a number of definitions of this word, and an ethnic group cannot be defined by a 
single criterion. Different studies have used different ways of deciding individual’s 
ethnicity, and categories varied fi'om study to study. More recent studies have generally 
used the categories developed for the 1991 UK census (e.g. Bhugra et a l, 1997), 
however, these categories are solely based on country (or even continent) of origin, and 
race, whereas it omits other important factors such as culture and religion. Furthermore, 
some studies have used the term ‘black’, without specifying the country of origin. I 
included research conducted with ‘black’ groups in my review, as I assume that these 
groups would mainly consist of African-Caribbean people, considering they are the 
largest black population in Britain. However, I believe that research using such broad 
categories is of limited value to understanding differences in the process of diagnosis and 
treatment of psychosis in ethnic minority groups.
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Implications
A vast amount of epidemiological research has been conducted in this area and I believe 
that in order to get a clearer picture of a possible solution to this problem, future 
epidemiological research needs to take a different approach from previous studies. One 
such approach could be to investigate aspects of ethnicity such as religion and culture, as 
well as country of origin and race. This might provide us with a clearer picture in the area 
where the research is inconclusive, as well as generating new hypotheses of what factors 
might be influencing rates of psychosis. Research taking into account such a range of 
different aspects would require a large sample, but the results could be invaluable in 
terms of identifying ways of reducing and possibly eliminating this problem.
Although racism might not be the sole reason for the excess rates of psychosis found in 
African-Caribbean, the link between racial discrimination and differences in treatment is 
strong. It is essential to deal with this problem by increasing cultural awareness in staff 
working with this client group. The importance of this issue has been acknowledged by 
the Department of Health, and the National Institute of Mental Health in England has 
published a document discussing the problems and providing potential solutions 
(NIMHE, 2004).
However, it is important that we do not sit back and rely on documents such as the one 
mentioned above. An interesting observation I made as I did the literature search for this 
essay was that none of the articles that initially appeared were from psychology journals. 
What place does clinical psychology have in this discussion? I believe that clinical 
psychology can make a major contribution to improving the psychological treatment 
offered to ethnic minority groups, primarily by committing to conduct research looking at 
evidence based therapies for ethnic minorities. Finally, I believe that it is vital for clinical 
psychologists to reflect upon their reactions to and possible stereotypical views of ethnic 
minority clients, and this must be encouraged throughout the working life.
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INTRODUCTION
The aim of the National Institute of Clinical Excellence (NICE) guidelines is to advise the 
National Health Service (NHS) of the appropriateness and effectiveness of treatments 
(Littlejohns et al., 2004). The NICE guidelines for eating disorders were published in 
2004 (National Collaborating Centre for Mental Health (NCCMH), 2004) and state that 
the treatment of choice for bulimia nervosa (BN) and binge eating disorder (BED)should 
be cognitive behaviour therapy (CBT; CBT-BN and CBT-BED respectively), whereas for 
anorexia nervosa (AN), CBT is one of several therapies (e.g. cognitive analytic therapy 
and family interventions) recommended. The guidelines are unique in that psychological 
therapies are recommended as the first line of treatment (Kmietowicz, 2004) but despite 
this, a lack of articles about the topic suggests that clinical psychologists have failed to 
create a debate around the implications of these guidelines and the ethical dilemmas that 
arise.
I chose to write this essay because I believe in evidence-based practice, however, I do not 
necessarily agree with the approach taken by the NCCMH. I believe that a number of 
important issues are ignored by the guidelines, raising ethical dilemmas for me as a 
trainee. In this essay, I will discuss a few of these problems. I have chosen not to focus on 
whether the studies that have informed the guidelines are methodologically robust, as I 
assume that this has been examined in depth by the guideline development group (GDG). 
Instead, I will start by querying how helpful it is to base the recommendation of 
psychological therapies on a medical model. I will then focus on diversity issues and 
question whether it is possible to generalise the recommendations in the NICE guidelines 
to minority groups. Finally, I will outline the NCCMH research values in relation to 
evaluating the studies informing the guidelines and discuss problems with this.
PSYCHOLOGY IN A MEDICAL CONTEXT
The NICE guidelines are based on a medical model, using diagnostic categories for eating 
disorders from the 10* edition of the International Classification o f Diseases (ICD-10; 
World Health Organization (WHO), 1992), as well as the diagnosis of BED as described 
in the Diagnostic and Statistical Manual o f Mental Disorders, Revision (DSM-IV;
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American Psychiatric Association (A?A), 1994). The medical influence is also reflected 
in the composition of the GDG, where eight out of the 16 members are from the medical 
profession, despite the fact that the guidelines’ main recommendations are for 
psychological interventions. In the current climate of evidence-based practice, there are 
clearly some advantages of using a diagnostic system as it allows for investigating 
particular treatments for specific disorders and generalising these results to inform the 
treatment of other clients with the same diagnosis.
In contrast, there has been an increasing focus on formulation within the profession of 
clinical psychology in the last decade (Harper & Moss, 2003). Indeed, according to the 
Division of Clinical Psychology’s The Core Purpose and Philosophy o f the Profession 
(2001), formulation is one of the four core skills of a clinical psychologist. Whereas a 
diagnostic system aims to fit a client into the category that provides the best fit with their 
symptoms, a formulation focuses on the uniqueness of the individual and takes into 
account issues such as relationships with others and cultural influences. In the following 
section, I will explore the problems with using a diagnostic model when considering 
psychological interventions, and discuss ethical dilemmas that arise in the discrepancy 
between formulation and diagnosis.
Reliability of diagnostic categories
For diagnostic categories to be useful it assumes that clinicians can reliably assign people 
to a particular category; however, this is not always the case. Cooper and Fairbum (2003) 
argue that in the case of non-purging BN and BED, the lack of specificity in DSM-IV 
(APA, 1994) makes it difficult to distinguish between the two diagnoses. Furthermore, a 
number of clients seen in clinical practice are identified as having an “eating disorder not 
otherwise specified” (EDNOS; APA, 1994), that is, they do not fit the criteria for either 
AN or BN. Despite the NICE guidelines recognising that more clients suffer from 
EDNOS rather than AN or BN, no specific research has been conducted with this group, 
apart from the BED subgroup. Examples such as the above highlight the weaknesses of 
diagnostic categories.
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The lack of reliability of diagnostic categories creates an ethical dilemma for me in terms 
of adhering to the NICE guidelines. In my adult mental health placement I was 
encouraged to do a full assessment without any preconceived ideas of the problem or the 
potential treatment, despite letters from general practitioners (GPs) asking for “CBT for 
diagnosis x”. The NICE guidelines are likely to increase GPs’ awareness of psychological 
interventions for eating disorders and although this in itself is positive, I wonder whether 
this will lead to increasing pressure from management to deliver what is asked for. 
Despite the fact that the NICE guidelines are only guidelines, it has been argued that the 
NHS as well as the media react as if they were mandatory (Cookson et al., 2001). In 
addition, by using the word “should” in relation to the recommendations of CBT for BN 
and BED, it is likely to increase the expectations of the readers of the guidelines. This 
could have a series of consequences, such as causing misunderstanding between 
GPs/other referrers and psychologists in terms of what can be offered to clients and what 
can be expected in terms of their outcome. Furthermore, it could potentially affect the 
therapeutic alliance with clients comming for psychological assessment with 
preconceived ideas (as told by their GP or as found out through reading the NICE 
guidelines) about what treatment to expect and with expectations of its success. Although 
the NICE guidelines are “not a substitute for professional knowledge and clinical 
judgement” (NCCMH, 2004, p. 8), I fear that they might limit me in my freedom to 
formulate, to draw from different psychological models and to value my own reflections 
and I believe that this would be detrimental for clients in the long run.
Individual differences within a diagnosis
In an article written in 2003, Cooper and Fairbum outline two cases where both clients 
fitted the diagnosis of BED, despite their eating problems being very different in terms of 
previous history, onset of the eating disorder, their relationship to food, and their weight. 
This example highlights that even if a client can be assigned to a particular diagnostic 
category, there might still be significant differences between clients. These differences 
might also be reflected in clients’ choice of treatment. Brody et al. (2005) investigated 
treatment preferences in obese clients with BED and found that 63% of their participants 
chose CBT over a behavioural weight loss programme. The people who chose the
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behavioural weight loss programme differed significantly from the people who chose 
CBT in that they saw their primary problem as obesity rather than an eating disorder, and 
their goal of the treatment was to lose weight rather than stop binge eating. However, 
there were no differences between the two groups in terms of clinical characteristics such 
as history of dieting and obesity, their degree of obesity and eating disorder symptoms, or 
psychological influences such as depression or low self-esteem.
Studies such as the above suggest that by using diagnostic categories, important 
individual differences are not taken into account and this raises ethical dilemmas in terms 
of applying the guidelines. There is no room for either formulation or clients’ treatment 
preferences within the medical model. Interestingly, only one member of the GDG was a 
service user and although the NCCMH mention that the choice of psychological 
intervention will be influenced by a range of factors, including client preference, this is 
not highlighted in the treatment recommendation section. Indeed, the use of the word 
“should” in relation to offering CBT for BN and BED suggests that there is little choice 
of treatment, both for the client and the clinician. Obviously, factors such as cost 
effectiveness need to be taken into account when developing guidelines; however, I 
would argue that offering treatment that the client perceives as unhelpful for their 
particular problem is unethical and might lead to resistance and non-compliance.
Conclusions
To conclude, I believe that there is a poor fit between the medical model that provides the 
base for the NICE guidelines and the emphasis on psychological formulation in clinical 
psychology. This may lead to a number of ethical dilemmas, particularly in providing a 
space for formulation and clients’ preferences.
DIVERSITY
Eating disorders seem to mainly affect white, young (predominantly adolescents for 
anorexia and predominantly young adults for bulimia), females living in a Western 
culture (e.g. Fairbum and Harrison, 2003). Considering the lower rates of cases identified 
in ethnic minorities, men and older adults, it follows that research looking at effects of
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treatment has been conducted mainly with young, white women. However, there will still 
be people from minority groups that require treatment, and looking at some of the 
problems discussed above related to diagnostic criteria, it might be that eating disorders 
are not always identified in these populations due to it being strongly associated with 
young, white women.
I was curious about the inclusion of people from ethnic minorities, men and older adults 
in the studies that have informed the NICE guidelines. As it was impossible to review all 
the articles included in the NCCMH review, I randomly (influenced by availability of the 
article) chose 20 journals referenced in the guidelines (Agras et al., 1989; Agras et al., 
1995; Bergh et al., 2002; Carter & Fairbum, 1998; Carter et al., 2003; Chen et al., 2003; 
Dare et al., 2001; Eisler et al., 2000; Eldredge et al., 1997; Gowers et al., 1994; Griffiths 
et al., 1994; Jacobi et al., 2002; Keel et al., 2002; Le Grange et al., 1992; Leitenberg et al., 
1988; Mitchell et al., 2002; Safer et al., 2001; Serfaty et al., 1999; Telch et al., 2001; and 
Walsh et al., 1997) that reported treatment effects for anorexia, bulimia and binge eating 
disorder and looked for the inclusion of the above mentioned minority groups. The results 
are discussed below.
Ethnicity
The review I undertook (see above) showed that in 16 of the 20 studies, the ethnicity of 
the clients was not discussed. Whether this means that all participants were white is not 
clear, but considering the typical demographic characteristics of a client with an eating 
disorder, this is likely. Out of the four studies that did report the ethnicity (Carter and 
Fairbum, 1998; Keel et al., 2002; Carter et al., 2003; Safer et al., 2001) of the 
participants, white participants represented 83, 87, 97 and 99% respectively of the 
sample. In addition, despite an extensive literature search I failed to find a single study 
that evaluated the effects of treatment for eating disorders in an ethnic minority group.
Although some studies looking at differences in eating disorders between different ethnic 
groups in Britain have failed to find any differences between white and non-white people 
(e.g. Soomro et al., 1995), Tareen and colleagues (2005) concluded that people from
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different cultures may present with different symptoms. Comparing British South Asian 
adolescents and white British adolescents presenting with low weight without any organic 
cause, they found a number of differences between the two groups, most notably that the 
Asian adolescents were significantly less likely to present with fat phobia. This led to 
them being less likely to be diagnosed with anorexia nervosa, despite the fact that there 
were no differences between the two groups in terms of distorted body image. Along 
similar lines, Ramacciotti et al. (2002) found a lack of fat phobia in up to 15-20% of their 
sample, derived from Italy and Canada. This has led some researchers to argue that a 
drive for thinness may be a culture bound dimension and should not be seen as critical to 
the diagnosis of eating disorders (e.g. Lee, 1995). It is beyond the scope of this essay to 
explore the controversies surrounding the emergence of diagnostic categories, however, 
many researchers have criticised the ICD-10 and the DSM-IV for being predominantly 
based on a western culture (e.g. Al-Issa, 1995).
The lack of ethnic minorities in eating disorders studies as well as discussions around the 
cultural applicability of the diagnosis of eating disorders raises ethical issues as it 
excludes a large part of our society from the guidelines. I appreciate the difficulty of 
recruiting ethnic minority clients to research trials as they do not present with eating 
disorders as often as the white population. However, I believe that there are possible ways 
around this problem, for example by looking at case studies, but no such attempt seems to 
have been made. Despite evidence suggesting that ethnicity is related to variability in 
aetiology and symptoms of eating disorders, apart from mentioning the need to have an 
awareness of the “non-typical” client in order not to miss an eating disorder presentation 
in these clients, cultural factors are not mentioned anywhere in the NICE guidelines for 
eating disorders. Britain, and in particular London, has a large non-white population and I 
believe it is vital to take cultural diversity into account when developing guidelines. 
Reports such as Inside Outside: Improving Mental Health Services for Black and 
Minority Ethnic Communities in England (National Institute for Mental Health in 
England (NIMHE), 2004) have emphasised the need to deliver effective mental health 
services to ethnic minority groups and the almost complete lack of acknowledgement of 
cultural diversity issues in the NICE guidelines does little to promote this.
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In addition, this issue raises further ethical concerns as the NICE guidelines claim to 
promote evidence based practice; however, several psychologists have argued that there is 
little evidence that psychological therapies that have been validated with a white majority 
population are effective with ethnic minorities (see Hall, 2001 for an overview). Triandis 
(cited in Owusu-Bempah, 2002) has identified that in collectivist cultures, the group 
identity is more important than personal autonomy, group goals are prioritised over 
individual goals and meeting the need of the group is more important than meeting the 
needs of the self. My own experience of working with clients from ethnic minorities 
highlights the difference between an individualist (i.e. western) and a collectivist culture. 
For example, a client I worked with had strong beliefs about his duties as a son and 
fulfilling these duties caused him considerable distress. However, rather than challenging 
these beliefs, we worked on his negative thoughts around having to sacrifice his 
individual needs and wishes. I believe that if I would have encountered a similar problem 
in a client with a western culture, the focus of treatment is likely to have been different. 
This suggests that cultural values are likely to have an effect on intervention. CBT has 
been criticised for primarily being based on individual psychology and not 
acknowledging the importance of the social context (Hall, 2001) and it might be that CBT 
in its current form is not the best treatment available for clients from ethnic minority 
groups suffering from eating disorders.
Gender
Studies evaluating the effect of treatment in eating disorders have focused mainly on 
women. My own review (see above) found that only seven (Agras et al., 1995; Eldredge 
et al., 1997; Le Grange et al., 1992; Dare et al., 2001; Serfaty et al., 1999; Bergh et al., 
2002; Eisler et al., 2000) of the 20 studies I looked at included men in their sample. The 
highest proportion of men that was reported varied between 14% (7 participants) and 
2.4% (2 participants). As with ethnic minorities, men are underrepresented in eating 
disorder research simply because they are less likely to present with an eating disorder.
Studies looking at gender differences in eating disorders seem to have focused on 
differences in presentation rather than treatment outcome. Although these studies suggest
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that there are similarities between eating disorders in men and women (e.g. Mangweth et 
al., 2002), differences have been identified, such as excessive exercise being a more 
prominent problem in men (Lewinsohn et al., 2002). The similarities in eating disorder 
presentation between men and women, suggests that a similar path of treatment that has 
been found to be helpful for one of these populations could generalise to the other. 
However, the differences that have been found indicate that it is possible that a different 
focus of treatment is needed depending on the gender of the client.
Differences between male and female clients with eating disorders raise an ethical 
dilemma about the appropriateness to generalise research findings fi*om one population 
(women) to another (men). Although the NICE guidelines mention that the association 
between eating disorders and women might make it more difficult for boys and men to 
seek help, they fail to flag up the possibility that men might have different needs to 
women in terms of treatment. As with ethnic minorities, gender differences are not 
discussed in the NICE guidelines for eating disorders apart from raising an awareness that 
clients who are not white, young and female might present with an eating disorder.
Age
My review (as mentioned above) revealed that none of the studies I sampled included 
clients over the age of 65. BED seems to attract an older population and generally had 
higher mean age, with the highest mean age being 47.6 years in one study (Agras et al., 
1995). However for BN, most studies were done on clients in their mid to late 20s, with 
the oldest population having a mean age of 29.2 years (Agras et al., 1989). For AN, the 
highest mean age in any of the studies I reviewed was 26.3 (Dare et al., 2001), however, 
most studies had a mean of around or lower than 20 years.
Researchers do not agree on whether AN in older adults is similar to that of younger 
people (see Berry and Marcus, 2000, for a summary). However, Cosford and Arnold 
(1992) summarise a number of cases where clients above the age of 50 have presented for 
the first time with an eating disorder and point out that personal losses seem to be a 
precipitating factor in many cases. Grief does not seem to be discussed as a precipitating
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factor in younger AN clients (e.g. Fairbum & Harrison, 2003), suggesting that there 
might be a difference in underlying cause of the disorder and consequently, this might 
warrant a different approach to treatment.
Yet again, the failure of the NICE guidelines to discuss the generalisability of their 
recommendations raises ethical questions. Age is only acknowledged in that the 
recommendations for treatment of AN highlight the difference in treatment for 
adolescents and children compared to adults in that family interventions should be offered 
to children and adolescents. However, there is no mentioning of the potential differences 
between the generally young sample their recommendations are based on and older 
adults. Although the lack of inclusion of older adults in studies might simply reflect the 
comparatively low number of older adults presenting with eating disorders, the NICE 
guidelines fail to highlight that age might be an important factor. Roth and Fonagy (2005) 
have pointed out the general lack of research based evidence for psychological therapies 
with older adults, and suggest that this might be because they are less likely than younger 
adults to receive psychological treatment. Within the context of an increasingly older 
population, I think it is of the highest importance to include this group into evidence 
based practice.
Conclusions
To conclude, the lack of inclusion of ethnic minority clients, men and older adults in the 
studies informing the NICE guidelines causes dilemmas in terms of applicability of the 
guidelines and the lack of evidence for the minority groups. The guidelines’ lack of 
discussion about these issues also raises issues for me as it contradicts what I am 
currently learning -  that is the importance of reflecting upon issues such as gender, 
ethnicity and age and how that affects the treatment.
PSYCHOLOGICAL INTERVENTIONS AND RESEARCH
Throughout the history of evidence-based practice, a range of different methods have 
been used to evaluate psychological interventions. These include quantitative as well as 
qualitative methods and range from single case studies to randomised controlled trials
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(RCTs). To outline the advantages and disadvantages of the different approaches is 
beyond the scope of this essay, but in my opinion using a range of different 
methodological approaches is helpful in order to get as complete a picture as possible of 
the effects of a particular intervention. However, this view does not seem to be shared by 
the GDG.
The NICE guidelines hold the RCT as the golden standard of research, which is reflected 
in the GDG’s rating of the evidence. Evidence for a particular treatment recommendation 
is rated on a scale from A to C, with Grade A being the strongest evidence indicating that 
at least one RCT has been conducted to compliment a body of consistent literature. In 
cases where no RCTs have been conducted, the evidence for that particular treatment is 
rated as Grade B or C. Despite the fact that the guidelines recognise the limitations of 
RCTs in the evaluation of mental health interventions, they still argue that ... the RCT 
remains the most important method for establishing efficacy’ (NCCMH, 2004, p. 49). I 
do not dispute this fact but query whether efficacy studies are the best way of establishing 
how helpful a particular psychological intervention is for a particular disorder and I will 
outline the reasons for this below.
Efficacy versus effectiveness
Efficacy studies, of which the RCT is regarded the highest standard, look at the effect of a 
particular intervention for a specific condition. On the other hand, effectiveness studies 
look at the application of treatment in daily clinical practice and evaluates its effects. 
Some clinicians have been discussing the benefits of effectiveness studies rather than 
efficacy studies (e.g. Roth, 2002), as RCTs have been criticised for a number of reason, 
including lacking external validity. RCTs require a strict control of variables, which 
includes a homogenous sample. This means that RCTs generally exclude clients 
presenting with multiple problems and hence does not give an accurate representation of 
the type of clients and problems that we are faced with in our clinical practice (Chiesa & 
Fonagy, 1999). Consequently, results obtained from a RCT could only be reliably 
generalised to a limited number of clients. In my own experience of working with adults, 
very few clients presented with only one problem. For example, out of six clients I saw
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who suffered from depression, only one did not have any other diagnosed psychiatric 
disorder.
RCTs also raise other issues, as they are expensive, time consuming and may not be 
ethically justified as it may involve a control group in the form of a waiting list (Chiesa & 
Fonagy, 1999). For example, the NICE guidelines acknowledge the difficulties of 
recruiting clients with AN to participate in research trials. This is due to a range of 
factors, including the fact that they often do not want treatment and the resistance to 
treatment might further increase if the research aspect is raised. Hence, focusing on RCTs 
limits the availability of research results that can inform future practice.
The focus on RCTs in the NICE guidelines and their lack of external validity raises 
ethical issues as it excludes a number of people -  in particular those with multiple 
diagnoses -  from research trials. As a consequence, the guidelines cannot be reliably 
applied to a large number of clients, a fact that is not discussed in the guidelines.
This makes me question the usefulness of RCTs and query whether it is ethically justified 
to spend the money and time on conducting these types of trials when they do not reflect 
the clients that we encounter in our daily clinical practice.
Clinical practice
Another criticism regarding the lack of external validity of RCTs is the frequent use of 
treatment manuals in the research trials. The NICE guidelines acknowledge that in order 
to evaluate psychotherapeutic treatments, methods such as standardisation of the 
treatment (i.e. generally using treatment manuals) is needed (NCCMH, 2004), however, 
in my experience, clinical psychologists in the NHS do not seem to rely extensively on 
manuals. Indeed, although CBT-BN is the treatment of eating disorders for which the 
evidence is strongest, Fairbum and Harrison (2003) concludes that few people actually 
receive it. Mussell et al.’s (2000) responses from 271 clinical psychologist showed that 
although CBT techniques were reported to be frequently used, most reported having 
received no training in the manualised approach for eating disorders that has been proven 
effective.
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Valuing RCTs over other kind of evidence raises another ethical dilemma as this tends to 
favour therapies that can be manualised, such as CBT. Conducting RCTs with therapies 
that cannot be manualised is difficult (Roth & Fonagy, 2005), suggesting that therapies 
that rely on process rather than content, such as systemic or psychodynamic therapy, 
could never be given a Grade A recommendation in the NICE guidelines. Although I 
have seen the positive effects of CBT in my clinical practice, I have also become aware of 
how powerful it can be to sometimes rely on the process rather than the content of a 
therapy session. Furthermore, with RCTs seen as the golden standard of research, it is 
possible that the likelihood of getting research grants for evaluating other therapies where 
a RCT is not feasible is reduced. This could have a further detrimental effect on other 
therapies and could lead to a negative spiral where these therapies are valued even less 
due to their Tack’ of empirical evidence. This in turn could potentially influence 
management decisions about who to employ in the service and might affect the 
employability of psychologists who do not work within a CBT framework. This would 
influence the possibility to receive therapies other than CBT and this could have a knock- 
on effect on clients who do not wish to receive CBT.
Discovering that the recommended treatment is in many cases not offered also raises 
ethical dilemmas for me as a trainee in terms of my clinical practice. If I know that a 
specific intervention (e.g. CBT for BN) has been found effective, is it ethically justified 
not to adhere to this? The problems with the evidence base outlined in this section might 
suggest that it is justifiable not to religiously follow the guidelines, however, it might be 
unethical not to offer clients the intervention of which the efficacy has been established. 
This creates a dilemma when working with a supervisor who might not be using the CBT 
approach or when the specific treatment manual is unavailable due to financial restraints.
Conclusions
To conclude, the focus on RCTs in the NICE guidelines causes ethical dilemmas as the 
results might not be applicable to the population as a whole and it might have a 
detrimental effect on psychological therapies which cannot easily be evaluated using this
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method. However, it is also questionable whether the problems with RCT make it 
ethically justifiable not to adhere to the guidelines.
SUMMARY AND CONCLUSIONS
In this essay, I have outlined a few of the problems I perceive the NICE guidelines to 
have and discussed the ethical dilemmas they raise. First, the guidelines being based on a 
medical model of diagnosis is in my opinion not compatible with the clinical psychology 
emphasis on formulation. Secondly, the generalisability of the guidelines to minority 
populations (ethnic minorities, men and older adults) is questionable and this problem is 
not discussed in the guidelines. Thirdly, the studies that have informed the guidelines 
have been selected because of their methodological rigour which consequently has 
compromised its external validity.
These problems inevitably raise ethical dilemmas as the guidelines are developed to be 
applied to people by people, and hence it has an effect on both clients and clinicians. 
From the client’s perspective, the NICE guidelines for eating disorders are not based on 
the population as a whole, which might have a particular detrimental effect for people 
from ethnic minorities, men and older adults. In addition, it might also limit client choice 
of therapy. From the view of the psychologist, the NICE guidelines can cause conflict in 
terms of supplying what the psychologist perceive as the most adequate treatment, based 
on the formulation, or to follow the recommendations in the NICE guidelines. 
Furthermore, the guidelines might have an impact on employability of psychologists not 
working with a CBT approach and this in turn might have an impact on the range of 
therapies and knowledge available within the NHS.
I recognise the benefits of having guidelines as it can contribute to the development of 
evidence-based practice and ensure cost effectiveness -  an issue that is of high 
importance in the current financial situation of the NHS. However, I do not think that the 
NICE guidelines for eating disorders in their current form are particularly helpful for 
either clients or clinicians. In order to ensure that some of the ethical dilemmas raised by 
the guidelines are addressed, I would suggest a wider and more varied approach to the
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evaluation of therapy, including both case studies and qualitative studies looking at 
clients’ experiences of treatment. By doing this, minority groups could be included and 
issues that are of particular value to the interventions for these groups could be 
highlighted. Overall, I would also suggest that the NICE guidelines emphasise the 
importance of reflections, individual case formulations and client choice. I do not believe 
in evidence-based practice when it forgets about the individual.
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THE PROCESS
On receiving the title of the exercise, I felt a bit apprehensive. I wanted something 
concrete to work on, something that made me feel I knew what I was doing, and the 
uncertainty of the exercise felt daunting. I tried to break the task into smaller parts, read 
books and conducted literature searches, hoping that I would stumble across an ‘answer’. 
My reflective journal confirms that I was completely focused on ‘getting somewhere’ 
and coming up with an end result, despite the fact that I was not content with our original 
ideas and felt little inspiration.
Reflecting back, I  can see that I  used the same approach in my initial work with clients. I  
thought I  was fairly reflective when starting the course, but when commencing the client 
work, the stress made me immediately jump into ‘action mode \ I  found myself reading 
book after book to find  an ‘answer’, and my sessions were planned meticulously. In 
supervision, I  mainly focused on content issues rather than process issues.
It took us four weeks before we saw that the presentation we had been looking for was 
right in front of us. We had been through so many changes in our group in just a few 
weeks, and we realised that we had created an answer as we went along. Suddenly, the 
task seemed manageable. We started enjoying the process of creating the presentation, 
and looked forward to seeing the final result.
It took me a few weeks into placement before I  realised that the ‘answer ’ to the problem 
might not be found in books, but can arise in the process o f the therapeutic session. At 
that stage, I  resumed keeping a reflective journal and spent less time searching for  
answers in books. Similarly to what happened in the PBL exercise, I  felt I  started making 
more progress, and I  also enjoyed the work a lot more. Lavender (2003) discusses four 
types o f reflections -  in action, on action, about impact on others, and about self. 
Previous supervisors I  have had have encouraged me to reflect upon myself and on the 
impact I  have on others, but reflecting in and on action are new challenges for me.
45
PBL: Relationship to Change
Working on the problem turned out to be a rollercoaster. Some sessions I felt we were 
getting somewhere, only to be doubtful about the way we were heading the following 
session. Feelings varied between desperation and elation. Reading my reflective journal 
from the time, I find it difficult to comprehend all the ups and downs we experienced in 
just six weeks.
In our presentation, we reflected upon how clients might experience the therapeutic 
process as a rollercoaster, hut we did not reflect upon how these experiences might he 
perceived by the therapist. I  think I  believed at the time that being aware o f the ups and 
downs o f clients would protect me from my own ups and downs. However, I  can see how 
my own feelings about the therapy process mirror the changes in my clients. When clients 
are making progress, I  feel pleased and more confident, whereas clients ’ set-backs make 
me feel down and doubt my abilities as a trainee. Despite this awareness, I  still struggle 
with feeling confident when clients are not doing so well. I  think many trainees, including 
myself, are used to being successful both in academic work and in our previous assistant 
jobs. Not having a ‘100% success record’ will probably take some time coming to terms 
with, but I  realise that a change in attitude is necessary to be able to cope with working 
as a clinical psychologist.
THE GROUP
Our group immediately felt cohesive, from the first session we had. The arrival of a new 
group member in the third week brought out mixed feelings of excitement and fear, and I 
was concerned about how the new group member would fit in. My concern turned out to 
be completely unfounded, and I realised that sometimes I might not be as open to change 
as I have seen myself to be.
We reflected upon the arrival o f the new group member in our presentation, and 
suggested that we had treated the new group member in the way we would have liked to 
be treated ourselves, for example, by instantly trying to fit  her into our presentation, so 
that she would feel that she was part o f the group. Looking at my current experience o f  
working in a multidisciplinary team, I  can sometimes see negative reactions from staff
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members i f  someone raises a different opinion about a client when the rest o f the group is 
in agreement. Instantly giving our new group member a part o f our presentation, might 
not only have been a sign o f consideration, but could also have worked as a 
subconscious way o f making her conform to our ideas and stopping her from suggesting 
something that could affect our progress.
I felt that all group members contributed in their unique way to the presentation and the 
result emerged from collaborating and sharing ideas and experiences. Although we 
differed in opinions at times, we discussed our differences in a creative way and rather 
than going with one suggestion or another, our discussions generally resulted in new and 
more interesting ideas. This was a new way of working for me compared to when I was 
an undergraduate student. As an undergraduate, I was also used to taking a more leading 
role in group work, and it was both challenging and enjoyable to take a step back and 
share the responsibility for the task.
Looking back, I  think we were lucky to have a group that worked very well. From my 
experience o f working in a community mental health team, it seems to me that sometimes 
there is little acceptance o f the opinions o f other team members, and there is a silent 
battle o f whose opinion is ‘right’. This has made me reflect about what makes a group 
function well and how a change in attitude can be promoted. I  think that one major factor 
in our group was that everyone’s opinion was regarded equally high. We listened to each 
other with respect and also made sure that the quieter members o f the groups were given 
the space to present their ideas. I  think that in many multidisciplinary teams, people are 
not seen as equal contributors, and the ‘fight’ to put their ideas across makes them less 
flexible and less likely to accept other people’s point o f view.
THE CONTENT
Our presentation consisted of a role play showing the changes in terms of group 
facilitators, group members, ideas and feelings that we had been through in the first four 
weeks of the PBL exercise. By using visual ‘thought bubbles’, we highlighted the conflict 
in what was said and what was thought. In the last part of our presentation, we reflected
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upon the changes we had been through and drew parallels with how clients might 
experience change throughout the therapeutic process.
The reflections upon how changes might be experienced by clients have been useful in my 
clinical practice, and I  think it has made me more sensitive as to how clients might feel 
about certain issues, such as having a set back. However, with hindsight, I  would have 
been interested in looking at changes we were going to go through ourselves as trainees 
in clinical practice. I  started training with quite substantial amount o f work experience 
behind me, and I  did not realise at the time o f doing the PBL exercise what changes I  
would be going through as a person. I  felt that training was the next step in a learning 
process I  had already started and I  thought that the changes within myself would continue 
on the gradual basis I  had noticed since finishing my undergraduate degree. However, 1 
soon found that starting placement required rapid changes, both externally in terms o f  
how I  organise my work life, and internally, in terms o f what strategies I  use in my work 
and how I  relate to my clients. One major change I  am going through at the moment is to 
be comfortable with not having the answer for everything and to cope with situations in 
which I  do not feel proficient.
Our presentation did not include any major explorations of theory. We included a brief 
overview of what we were planning to do initially, when our focus was on the content of 
the presentation rather than the process. Although we mentioned models we were 
thinking about exploring further, due to the change of focus of the presentation, we did 
not pursue this avenue.
Looking back on our presentation, I  think it could have been enriched by linking our 
reflections with theories. However, with the limited time we had for our presentation, we 
made a conscious choice not to discuss theories. Considering the thoughts our 
presentation has arisen in me and that I  use what I  have learnt in my clinical practice, I  
would make the same decision today. However, i f  we would have included theory, the 
theories I  would have chosen to look further into would probably be different today, after 
having had a few months o f work experience. Balancing science and reflection is a
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challenge that will probably continue to be present in my academic work as well as in my 
clinical practice.
LEARNING OUTCOME
I feel I have gained a lot from the PBL exercise, learning from the content, the process 
and the experience of being part of the group.
Many of the reflections we included in our presentation have been of use in my clinical 
practice. I am more aware of the difficulties involved in changing, and how comfortable it 
can be to stick with old pattern of behaviours and attitudes, despite the fact that they are 
not very helpful. I have learnt that I sometimes need to challenge my own values 
regarding change, especially when working with clients pertaining to a different ethnic 
background from myself. I have learnt not to assume knowledge and make sure that I 
introduce myself, the session, and what is going to happen in a way that demystifies the 
process.
The PBL exercise also provided me with a valuable learning experience as I managed to 
‘let go’ and trust the power of reflecting on the process rather than textbooks. I could see 
how reflections could lead to interesting and unexpected results which I later have found 
helpful in my clinical practice. I now feel a bit more confident about leaving the content 
issues to the side and spend more time reflecting upon the process.
I also learned that many cooks do not always spoil the broth! The PBL exercise made me 
thoroughly enjoy being part of a group and I could see the results we got were more 
interesting than if the work had been done individually. Just like Gestalt theory, the sum 
turned out to be greater than its parts, and sharing the sense of achievement with the other 
group members added to the enjoyment.
I realise that I am only at the beginning of three years as a trainee, but reading my 
reflective journal from the time of doing the PBL exercise has made me aware how much 
I have changed in just a few months. I am looking forward to the next three years which
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will help me embrace change whenever necessary or beneficial, both personally and 
professionally.
Finally, I found that Bolton’s (2001) description of reflective practice almost exactly 
depicts how I experienced the PBL exercise:
Reflective practice entails an embracing of: uncertainty as to what we are doing 
and where we are going; confidence to search for something when we have no 
idea what it is; the letting go of the security blanket of needing answers. This kind 
of work will lead to more searching questions, the opening of fascinating avenues 
to explore, but few secure answers, (p. 15)
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SUMMARY OF THE TASK
The problem based learning (PBL) task was to think about issues influencing whether Mr 
and Mrs Stride would be able to care for their three-year-old twins. Mrs Stride was 
described as having a mild learning disability and Mr Stride as having attended a special 
educational needs school, with neither of them reading or writing English. Other 
important factors mentioned included the physical violence Mrs Stride was subjected to 
by Mr Stride, Mrs Stride suffering from depression, living in deep poverty, the children 
already being in foster care, limited extended family with limited ability to help, and the 
failure of the parents to use help that previously had been offered.
SUMMARY OF OUR PRESENTATION
We chose to present our case as a court hearing, where an advocate for the parents, the 
children’s guardian, a psychologist and a social worker presented their cases. The parent’s 
advocate and the children’s guardian presented evidence that supported the children 
staying with their parents whereas the psychologist and the social worker presented 
evidence that suggested that the children should be adopted. We chose this format after 
reviewing evidence of parenting skills in people with learning disabilities, the effects of 
witnessing domestic abuse, living in poverty, attachment theory, effects of adoption and 
living with parent’s suffering from depression. Following our presentation, the audience 
was asked to vote about whether the children should be removed or not.
MY EXPERIENCE OF THE TASK
When we were first introduced to the task, I felt overwhelmed but at the same time I 
found the task interesting and important. Reading my reflective account from the time of 
doing the PBL, it is clear that whereas I continued feeling overwhelmed throughout the 
exercise, the sense of the task being interesting and importance gradually gave way to a 
sense of frustration. I believed at the time that this was due to the lack of time we had to 
spend on the task and the large proportion of time that was taken up by preparing the 
practical aspects of the presentation rather than learning more and reflecting upon the 
subject. However, with hindsight I believe that part of my frustration was related to the 
task itself. I realise that I feel quite strongly that informing decisions like this is not what I
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want to do as a clinical psychologist. In my current placement, I have seen my supervisor 
writing reports and attending case conferences giving recommendations on a range of 
issues including abuse and I understand that this is something that might be inevitable in 
my future career as a clinical psychologist. Reflecting upon this, I have concluded that it 
has led me to feel less positive about my future as a clinical psychologist. So far in my 
clinical training, I have thoroughly enjoyed all parts of my professional role, however, I 
feel that this exercise has made me feel uncomfortable with some aspects of the 
profession.
THE GROUP PROCESS
As a group, I feel we ended up in a situation where our overall view of the task was 
completely problem-saturated. The complexity of the problem combined with the time 
pressures made us unable to break out of the negative thinking around this problem and 
we struggled to see how changes could be implemented in order to make it safe for the 
children to stay with their parents. Reading my reflective journal from the time, I realise 
that we were aware of this at some point and I had made a comment in my journal about 
how amazed I was at how different things seemed when we took a solution-focused 
approach to the problem. However, for some reason we seem to have lost this insight as 
soon as we gained it; it was actually a complete surprise for me to read it as I have no 
recollection of that part of the process. I think that is quite telling of how overwhelmed 
we were by the task! The focus on the presentation made us agree on things quickly, 
generally without any problems, but if disagreement existed we would take a vote. 
Looking back, I feel that we sometimes came to agreements too quickly and I remember 
one team member who felt on a number of occasions that her voice was not heard, but 
when raising this issue all group members felt that there was not enough time to introduce 
new angles well into the task. I think this prevented us from thoroughly working through 
the task, but with the limited time available I cannot see how we could have done things 
differently.
I find the fact that we were unable to break out of our problem-saturated view was 
interesting, as I have on several occasions in my current placement been struck by the
53
PBL: Child and LD
inability of parents to see beyond their difficulties as well as the sense of helplessness and 
frustration they present with. I feel I can now better understand how easy it can be to get 
lost in a problem-filled situation and how overwhelmed that can make you feel. I believe 
this experience will make me more able to empathise with these clients rather than feeling 
frustrated with them.
REFLECTING UPON OUR PRESENTATION
When the audience was asked to vote about whether the children should be removed or 
not, everyone in the audience voted yes. In contrast, all members in our group felt that the 
children should be adopted. This decision was made individually and we had not 
discussed our individual opinion before the presentation. Although I believe this 
conclusion partly stemmed from our general negative view of the task, I still feel that that 
there were many factors speaking against the children staying with their parents.
I also think that for me, taking a clear stand was a reaction to the frustration I sometimes 
feel when psychologists are, what I perceive as, “sitting on the fence”. I believe that 
psychologists can often afford this luxury since they rarely hold the ultimate 
responsibility for a client. Including a social worker in our presentation made me think 
about what stance I would take if I would be the person in the firing line if something 
went wrong and it probably made me see things more in black or white.
At the time of doing the exercise my decision was based on relevant reading around the 
areas introduced in the task, however, , working in a Child and Adolescent Mental Health 
Team has made me aware of other factors that make me question the safety of the 
children should they stay with their biological parents.
Firstly, I have discovered how difficult it is for many parents to commit to regular 
appointments. In addition, I have also seen a relationship between level of education and 
socio-economic status and parent’s commitment to therapy, with parents with a low 
educational level and low socio-economic status being less consistent attending 
appointments. Although I have not worked with any parents with a learning disability.
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hearing about learning disabilities services from my colleagues in the case discussion 
group, it seems even more challenging to get this client group to commit.
Secondly, I have seen a number of cases that have been referred by social services as a 
condition for keeping their child, and my tentative conclusion is that being forced into 
therapy with the threat of losing your child is not a good basis for forming a therapeutic 
alliance. These clients seem to fail to attend their appointments more often and have in 
my experience frequently presented as hostile and uncooperative.
Thirdly, something that I feel has been confirmed by my clinical work is the effects of 
witnessing domestic abuse. I have seen a couple of clients where this has been an issue 
and the children seem to have been traumatised by witnessing their parents situation of 
domestic violence. Despite plenty of research (e.g. Edleson, 1999) suggesting the severe 
impact of children witnessing domestic abuse I feel that this type of emotional abuse is 
not taken seriously enough by parents themselves or professionals. Based on my 
experience of working with a client in my adult mental health placement who had 
suffered both emotional and physical abuse as a child, I believe that emotional abuse can 
be more damaging and have more severe long term effects than physical abuse.
Although some of my experience has confirmed the conclusions I came to in the 
presentation, I have also become aware of some factors that might have made me biased 
against the parents in this scenario. Firstly, one thing that I identified early on in my 
placement was my tendency to side with the children and blame the parents for their 
problems. Although I still believe parenting often plays a major part in developing and 
maintaining a child’s problem, I feel that I am now better able to understand the 
complexity of a child’s problem and the range of systems as well as developmental 
factors that might have an influence. I also realised that this attitude would not be helpful 
when attempting to build a therapeutic relationship with parents and this insight has 
helped me developing more empathy and understanding for parents.
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Secondly, I am well aware that my lack of experience of people with learning disabilities 
is likely to have influenced how I felt in this situation and perhaps I have underestimated 
the abilities of clients in this group to be good enough parents. Not having been exposed 
to this client group also gives me limited insight into how the service works, what can be 
expected to be provided, and how parents with learning disabilities deal with their 
children’s needs.
HOW COULD I HAVE GAINED MORE FROM THE PBL TASK?
As we fed back in the presentation, we felt that the current format (i.e. presentations) does 
not optimise the PBL experience. Although it gives us an opportunity to practise our 
presenting skills, a disproportionate amount of time is spent on planning and organising 
the presentation rather than immersing ourselves into the topic. From my point of view, I 
would find it more helpful if the group facilitator evaluated the work of the group as the 
process went along. This would give us more time to reflect upon important topics and we 
would not have to ignore important issues that come up at a late stage. I believe that the 
aim of the PBL exercise could be fulfilled without having a presentation in the end and I 
feel that spending more time reflecting upon the scenario together with my peers in the 
group would have allowed me getting closure, hopefully feeling less frustrated with the 
task.
CONCLUSIONS
I found this task very challenging, partly due to a resistance to thinking about having to 
make decisions like this in the future. Perhaps I was not ready to deal with a task like this 
at this stage of my training and I hope that another year and a half will make me feel more 
able to deal with situations such as this one. It has also generated a range of questions for 
me in terms of the benefits of staying with loving parents versus the costs of them not 
being able to care properly. I think that if I did this task today, the presentation would 
probably look different but my conclusion would be the same -  I do not think these 
parents are able to care for their children. Is this a realistic or pessimistic view? I feel that 
my limited experience of working in a child service and having had no experience of 
services for people with learning disabilities currently put me in no position to answer
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that question. I hope that my next placement with people with learning disabilities would 
put me in a better position to feel comfortable with this question.
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SUMMARY OF THE CASE
The Problem Based Learning exercise (PBL) involved thinking about issues related to Mr 
Khan, a 72-year-old Muslim immigrant from Pakistan who had lived in the UK since his 
mid-twenties. Having lost his wife nine months earlier, he had started showing signs of 
forgetfulness and neglect in terms of self-care. Mr Khan was reported to have two 
daughters, Shazia who had had an arranged marriage and moved back to Pakistan, and 
Maya who had been disowned by her father as a result of her decision to marry a 
European and engage in a Western lifestyle.
SUMMARY OF OUR PRESENTATION
The focus of our presentation was very much on the cultural differences between the UK 
and Pakistan and between a Western culture and a Muslim culture. With this as our 
framework, we discussed different attitudes and approaches to mental health problems 
and treatment in the two cultures. Using these viewpoints and letting the two sisters 
represent the two different cultures, we presented evidence suggesting that Mr Khan 
could be suffering from depression or dementia. In line with our experiences of how older 
people can be treated by their relatives, Mr Khan was completely ignored during the 
discussion of what would be best for him and his opinion was not asked for. However, at 
the end Mr Khan offered his view, saying that he felt his problems was due to normal 
ageing as well as difficulties adapting to living without his wife.
MY EXPERIENCE OF THE TASK
Throughout the PBL exercise I felt quite disengaged from the task and I felt unable to get 
enthusiastic about the topic. Although much of the material I researched about the 
Muslim culture was of great interest and value to me as a person as well as me as a 
professional working in a multicultural environment, the constraints in terms of time and 
having to put the information into a presentation meant that I avoided submerging myself 
in the topic. At the time I attributed my disengagement to the stress I was under as I felt 
that I had more urgent issues related to my research and clinical work that needed to be 
attended to. With hindsight, I believe this is just one part of the explanation for why I was 
feeling disengaged. With my older adult placement approaching, I am aware that I have a
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quite negative view of working with this client group. Although previous experience of 
working as an assistant psychologist with this client group was a lot more positive that I 
had expected, my personal experience of a number of relatives suffering from Alzheimers 
disease has probably tainted my view of old age and left me with an unbalanced view 
where the negative aspects of old age are a lot more prominent than the positive. I believe 
these feelings further hindered me from fully engaging with the task.
THE GROUP PROCESS
I had a feeling that my disengagement with the task was shared by most, if not all, 
members of the group. Since I generally perceive our group as very dynamic, the lack of 
energy I felt coming from the group as a whole was quite surprising and probably further 
contributed to my sense of disengagement. Although the task, in particular the 
multicultural aspect, initially raised a lot of interest, our enthusiasm as a group soon 
faded. There were open comments about feeling that our time could be better spent and as 
a result we tended to avoid conflict. Although information shared between the group 
members was listened to with great interest, there were no real debate taking off as a 
result of the material researched. Our last PBL exercise provoked a lot of heated 
discussions and even some tension within the group and that time, the discussions led to 
the generation of new ideas which were then discussed and elaborated on. This time the 
group work was a lot smoother due to what I perceived as an unspoken agreement to get 
on with the task and get it done. Although this was a useful approach at the time, taking 
into account that we all were very stressed due to demands related to our major research 
project (MRP), I now feel that the lack of disagreement led to a lesser learning 
experience. Although disagreement can be uncomfortable and time consuming when it 
occurs, I believe that it will often stimulate new, innovative thinking, generate other 
perspectives and ideas and will provide a richer, multi-facetted learning experience.
ISSUES THE PBL EVOKED IN ME
As mentioned previously, I am feeling quite reluctant to work with older people. As an 
assistant psychologist, I co-facilitated a psychotherapy group for this client group and 
although I enjoyed the work a lot more than I expected, I felt quite depressed and
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hopeless by issues that were raised in the group. Having discussed my view with different 
people and hearing the positive view of people who are currently on their older people 
placement, I realise that my view of old age in general is probably more negative than 
that of most other people. This view is predominantly influenced by the word “loss”, 
which seems to saturate my picture to the extent where I am not able to see the positive 
aspects of old age. In older people, loss seem to be present in most areas of life, for 
example, loss of physical health and strength, loss of mental capacity, loss of 
professional identity, loss of friends and family, and loss of status in the society. Mr Khan 
experienced the loss of his wife and a gradual loss of his culture which was pronounced 
by breaking with the mosque. As a retired man, he had lost his role as a professional and 
he had also lost a daughter to another culture. Although I am not from the same culture as 
Mr Khan, I am in a sense an imrhigrant, having lived more of my adult life in the UK than 
in my native country and this has made me draw links between some of the issues raised 
in our presentation and my own fears, fantasies and beliefs about ageing. In our 
presentation the two sisters argued about whether Mr Khan would be better off going 
back to Pakistan or staying in the UK. When I grow old, I might be in a similar position 
to Mr Khan with parts of my family and friends in my native country and some in the 
UK. Currently this is not a problem as it is easy to travel between the countries, however, 
poor health and reduced mobility associated with old age might limit the flexibility I 
currently have in moving between the two countries. Thinking about that I might 
eventually have to make a decision where I want to stay permanently is quite scary and 
makes me feel very uncomfortable. Reflecting upon my reluctance to make this decision I 
think I have always thought that it will be clear to me when that time comes. However, 
thinking about Mr Khan’s situation has made me realise that it might not be so. It has also 
made me realise that the number of years one have lived in a country does not 
automatically have a negative correlation with the sense of being an “outsider”. On the 
contrary, I think that when one gets to an age where one is no longer able to function 
independently, cultural differences are perhaps even more pronounced.
Having personal experience of both my grandmothers and a number of great aunts having 
suffered from Alzheimer’s disease, I have always been aware that this is something that
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could happen to me. Although I have almost come to accept this as my fate, this PBL 
exercise has made me think about what would happen if one develops Alzheimer’s 
disease in different culture from where one grew up and how that would affect the course 
of the disease. Reflecting upon Mr Khan and his bilingualism and how that would be 
affected if he was found to suffer from dementia, I hypothesised that as people with 
dementia seem to better able to remember things that happened a long time ago, the 
second language would get lost sooner than the first language. Research supported this 
view, suggesting that people with bilingualism tend to have an asymmetric loss of 
language with the primary language being intact for longer (e.g. Mendez et al., 1999). 
This adds another aspect of worry for my own ageing in a different culture.
ISSUES RELATED TO ME AS A PROFESSIONAL
I feel that although the PBL has evoked a range of feelings and thoughts in me as a 
person, it has been difficult to reflect upon the exercise from a professional point of view 
as I have not yet been on my older people placement. Although I am trying to hopeful that ' 
I will enjoy the work much more than I am currently expecting to, I fear that since I 
already have a negative view of ageing, working with the part of this population who are 
having difficulties related to their ageing might leave me with an even more negative 
view.
Despite suggestions fi*om my friends that it can be really interesting and satisfying to 
work with older adults and despite positive aspects of old age (such as retirement and 
grandchildren) I find it hard to get myself out of the negative thinking that is tainting my 
view of old age. For example, whilst researching the effects of Alzheimer’s disease on 
bilingualism, I hardly noticed the articles with research about how a second language can 
serve as a protection against the onset of dementia symptoms (e.g. Bialystok et al., 2007), 
which actually appeared to be more numerous than articles discussing the negative effects 
of bilingualism. Writing this account has made me aware that my view of old age is 
tainted by cognitive biases and I have realised that in order to be able to work effectively 
with this client group I need to challenge these biases. I believe I could do this by using a 
cognitive strategies where I evaluate my thoughts and challenge them, but I also think it
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would be helpful to share my fears with my placement supervisor and perhaps a clinical 
tutor in order to reflect upon how these thoughts are likely to impact on my work and the 
relationship I form with the clients.
Despite the fact that my reflections have hopefully made me more prepared to go into an 
older adult placement, I am feeling quite disappointed that I have not had the opportunity 
to write this account with the benefit of currently working with this client group. I have 
often been surprised by the insights and understanding I feel I have gained from writing 
these reflective accounts and linking them to my current work experience and since I have 
not been able to do this, I feel that this reflective account has not been as powerful as 
previous reflective accounts.
CONCLUSIONS
I have struggled with writing this account as I have not had the benefit of linking my 
reflections to current work experience. In addition, the lack of engagement I felt during 
the process made the PBL exercise less of a learning experience than previous PBL 
exercises and hence raised fewer issues for me at the time. However, reflecting upon the 
exercise, I feel that I have gained some useful insights about my attitude towards ageing 
and I am hoping that these will be of value to me when working with older people in the 
near future. In particular, being aware that my negative view of old age actually is tainted 
by cognitive bias is valuable as it means that my thinking can be challenged and my 
attitude can change.
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CDG PROCESS ACCOUNT YEAR 1
Cases were reflected upon using systemic theory as a framework, for example, by using 
reflective teams. The facilitator’s non-directive approach was initially found bewildering 
but was later seen as one of the key elements to the development of reflective skills in the 
group members. The group members were superficially regarded as quite homogenous in 
terms of demographics, however, unique experiences and an awareness of “missing 
voices” in the group contributed to the richness of the discussions.
In terms of personal and professional development, following learning points were 
identified:
• Greater awareness of systemic issues and ability to apply multiple perspectives
• Gaining an appreciation of the power of a reflective team
• Experience of transference and countertransference and an understanding of the 
importance in this in client work
• Increased confidence to present hypotheses about the case to the group, moving 
away from problem solving towards process issues
• Deeper understanding of a range of therapeutic models and psychological 
problems
The CDG also developed into a supportive network with group members meeting outside 
the scheduled meetings to offer support to each other. Sharing experiences on placement 
proved very reassuring when going through difficult times and feedback from the 
facilitator about the complexity of the cases presented helped fighting lack of confidence 
in therapeutic skills. The CDG also provided space to reflect upon relationship with 
supervisors, MDT and the link between the personal and professional.
To conclude, the CDG was highly valued and was seen as an opportunity to “think 
outside the box” which complemented the placement experience. It was seen as a forum 
for developing therapy skills, reflecting upon professional issues and increasing 
theoretical knowledge whilst at the same time functioning as a supportive network.
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CDG PROCESS ACCOUNT YEAR 2
The second year of the case discussion group was associated with ambivalent feelings, 
both more negative and more positive than the year before. The structure and the aim of 
the group was less clear and the group moved away from discussing cases to focusing 
more on other issues such as reflections upon the client group we were working with and 
personal issues that arose as a result of working with particular clients.
It was acknowledged that having a new facilitator impacted on the content of the CDG in 
terms of the topics raised and the relationship with the facilitator. Three factors were 
identified as having an influence; the facilitator’s gender, the therapeutic approach used 
and not having been a part of the group from the beginning. In addition, moving from 
being first to second year trainees also had an impact in that the group members had the 
confidence to treat the facilitator as a colleague.
In terms of the contribution of the CDG to personal and professional development, it was 
acknowledged that the increase in negative feelings with regards to the CDG was linked 
to the group being more challenging and therefore more uncomfortable. Personal issues 
influenced professional work and a sense of being transparent in front of the group 
members was seen as both helpful and stressful. However, the function of the CDG as a 
supportive network was seen as even more important than the previous year.
To conclude, the CDG was identified as a crucial aspect of personal as well as 
professional development, both in its function as organised sessions as well as a 
supportive network outside the parameters of the university.
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Cognitive behavioural therapy with a 22-year-old man 
suffering from depression and anxiety: Summary
Adult Mental Health Case Report (1)
March 2005 
Year 1
STATEMENT OF ANONYMITY
In order to preserve the anonymity of the client, identifying information has been 
changed. The report was written with the client’s informed consent.
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PRESENTING PROBLEM
Rajinder, a 22-year-old man from South East Asia, was referred for psychological 
assessment for a longstanding problem of depression and a more recent problem of anxiety. 
Rajinder was a final-year university student, and was very anxious about coursework and 
exams. Pressures from his family frirther added to the anxiety. In addition, he reported 
having felt depressed for ‘as long as he could remember’ and he felt hopeless about his 
future. The depression and anxiety impacted on his sleep, his appetite, his ability to 
concentrate and his memory.
ASSESSMENT
The assessment comprised a face-to-face interview, a risk assessment of suicidal ideation 
and baseline measures of the Beck Anxiety Inventory (BAI) and the Beck Depression 
Inventory-II (BDI-II) on which he scored 34 (severe) and 30 (severe) respectively.
Rajinder was the oldest of three siblings and grew up with his parents and his one year 
younger sister and three year younger brother. The family came to the UK when the client 
was 2 years old in order to get a better life. During his childhood, the client suffered verbal 
and physical abuse from both his parents. He was under constant pressure from his parents 
to perform well academically and in sports, and was never praised when he did anything 
good, only punished when he did not perform at a top level. He did not feel close to his 
parents or his sister, but he had always had a very good relationship with his brother.
Rajinder did very well both academically and in sports up until the age of 17. His A-level 
grades were not as good as he expected, and consequently he failed to get accepted to his 
degree of choice. This had a marked effect on his mood and led to an attempted overdose 
for which he received no medical attention. His family were unsupportive of him when he 
tried to tell them how he was feeling.
FORMULATION
The initial formulation was based on a generic cognitive behavioural model of anxiety.
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Growing up with critical and abusive parents and with cultural values relating to success the 
client developed schemas such as “I must not fail”. The schema of the need to success was 
activated when facing final year exams and coursework. His negative automatic thoughts 
were about practical and emotional consequences of not getting a good grade. This led to 
anxiety symptoms such as sweaty hands, tremors in face and problems concentrating, 
behavioural responses such as over-preparing, and cognitive bias such as minimisation of 
success and catastrophising about what would happen if he did not achieve what he was 
hoping for.
ACTION PLAN
12 sessions of cognitive behavioural therapy (CBT) was offered initially. These would 
include socialisation to the CBT model, goal setting, collaborative formulation, stress 
management techniques, identification and challenging of negative automatic thoughts, 
identification and restructuring of underlying beliefs, homework assignments, review of 
progress and relapse prevention. Objective evaluation of therapy would occur through 
regular administration of the BDI-II and the BAI.
INTERVENTION
Five sessions were added to the original 12, making a total of 17 sessions. In addition, a 
follow-up session two months after ending therapy was planned. At the time of writing the 
case report, 15 out of 17 sessions had been conducted.
The initial work focused to a large extent on practical stress management techniques and 
accepting things he could not change. The client was taught how to identify and challenge 
automatic thoughts and techniques such as rational-emotive role-play, drawing up 
continuums and creating new alternative beliefs were used with varying degree of success.
As Rajinder became more able to cope with the anxiety, the focus of therapy shifted 
towards the depression. This included exploring what made him happy as he had always 
done what his parents expected of him. Issues of growing up in two different cultures were
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discussed at length and accepting the difference between his parents’ beliefs and his own 
made him more flexible in his thinking and he could look into the future with hope.
OUTCOME
By session 12, the BDI-II score fell in the moderate range and the BAI in the normal range. 
The results were in line with Rajinder’s self-report. Several goals had been achieved or 
revised and there was a difference in his presentation in the sessions, in terms of speech, 
body language and eye contact. The psychiatrist responsible for his care noticed a major 
change in him and as a result reduced his psychotropic medication.
REFORMULATION
The reformulation included both the anxiety and depression and was based on Beck’s 
cognitive model of depression. In this formulation, anxiety was viewed as a symptom of 
depression, rather than as a separate anxiety disorder. The new formulation included the 
conflict between values coming from his family and from society as a prominent 
predisposing factor. It also identified a new belief about not being able to cope being a 
weakness. In addition to the symptoms mentioned in the original formulation, another 
identified consequence of his beliefs was a fear of forming close relationships and feeling 
the need to always keep up a front with his friends.
CRITICAL EVALUATION
Overall, the work progressed well. The process was facilitated by Rajinder’s motivation to 
change and belief that CBT could be helpfiil for him. There were some difficulties with 
getting Rajinder to contribute with items to the agenda and this might have been a result of 
the lack of socialisation to the model, which was a result of the client appearing to grasp the 
concepts of CBT very fast. In addition, more use of Socratic questioning could have been 
used. However, the good therapeutic relationship ensured the client was able to speak 
openly about his issues he was not used to talking about. In addition, exploring Rajinder’s 
underlying beliefs and creating new beliefs rather than solely focusing on challenging 
automatic thoughts was believed to be an important contributor to the outcome.
70
Case Report Summaries
Cognitive behavioural therapy with a 36-year-old man 
hearing voices: Summary
Adult Mental Health Case Report (2)
September 2005 
Year 1
STATEMENT OF ANONYMITY
In order to preserve the anonymity of the client, identifying information has been 
changed.
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PRESENTING PROBLEM
Peter, a 36-year-old White British man diagnosed with paranoid schizophrenia, was 
referred for psychological assessment as he had been finding it increasingly difficult to 
cope with the voices he was hearing. The client had been hearing hostile and bullying 
voices for many years which he believed came fi*om real people that were persecuting 
him. He thought the voices wanted to win him over to their side because he was a special 
and wanted person. He also had other experiences, such as nighly ejaculations, that he 
attributed to the voices.
INITIAL ASSESSMENT
The assessment consisted of a semi-structured face-to-face interview of which Peter’s 
mother was present for the first 10 minutes to express her concerns. Peter also completed 
the Beliefs About Voices Questionnaire and the Topography of Voices Rating Scale 
(TVRS).
Peter grew up with his parents and his younger brother and he perceived his childhood as 
happy. He had maintained a close relationship with his family over the years. He moved 
away from home at the age of 30 and had lived independently since. Peter left school 
aged 16 and had a number of short-term jobs. When he was 21, he spent 24 hours in a 
psychiatric ward, something he attributed to feeling “stressed out” at work. He was then 
unemployed for about 10 years but was at the time of the assessment working one day a 
week as a clerical assistant in a hospital. He had a supportive family, many friends and he 
enjoyed playing a number of sports and going out with his friends. He felt the voices did 
not stop him from doing things he enjoyed.
Peter linked the start of his voices to losing his grandfather, to whom he was very close. 
He had been diagnosed with paranoid schizophrenia at the age of 29 but his mother felt 
that he had had mental health problems for about ten years prior to his diagnosis. Peter 
was taking anti-psychotic medication but had not had any previous psychological input. 
His mother was very keen for him to engage in cognitive behavioural therapy (CBT), as 
she believed that he was actually more distressed than he would show.
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FORMULATION
A working model for CBT for schizophrenia was used to formulate the maintenance of 
the problem. The psychotic activity had led the client to feel persecuted, which in turn 
influenced how he interpreted normal events, for example, attributing nightly ejaculations 
to the power of the voices. Peter expressed some beliefs about being special and sought 
after which could explain why it was important for him to maintain his delusions as what 
he interpreted as negative experiences might otherwise not fit with his picture of himself 
as being special.
ACTION PLAN
Twelve sessions of CBT was offered and the plan involved goal setting, doing a more 
extensive assessment of the voices, discussing practical strategies to reduce the voices, 
promoting insight, challenging beliefs regarding the voices and relapse prevention. The 
effectiveness of the intervention would be assessed objectively by using the TVRS 
regularly.
INTERVENTION
After a more in-depth assessment of the voices, the first aim was to explore strategies that 
could control the voices, such as headphones, earplugs, and setting aside specific time to 
talk to the voices. Although Peter expressed interest in trying most of the strategies, he 
only tried wearing earplugs and headphones, which proved to be very successful. The 
intervention then attempted to promote insight, however, Peter maintained that the voices 
were real and did not see a connection between his schizophrenia and hearing voices. 
Instead, the focus shifted to teaching Peter how to challenge beliefs in relation to what the 
voices said according to the ABC-model. This proved unsuccessful, as he was unable to 
identify his thoughts. Finally, the intervention shifted to making sense of the voices and 
used strategies such as a Q-sort task to engage Peter in this. Peter found this challenging 
and would often change topics, however, he did remember that the first time he heard the 
voices he perceived them as friendly. This made him realise that he might be able to get 
back to a stage where he had friendly communications with the voices.
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OUTCOME
The sessions had limited impact in helping Peter to cope with the voices. The TVRS 
suggested that by the end of therapy, the frequency of the voices had been reduced, and 
that he found them less distracting, no longer compelling him to obey them. Peter, his 
mother and the referrer all fed back that they thought it had been helpful for the client to 
talk about his experiences, however, they had not noticed any changes in his ability to 
cope, apart from regularly using the earplugs.
REFORMULATION
As Peter seemed resistant to discuss many areas of his voices as well as try out practical 
strategies, the reformulation focused on the costs involved would he be successful in 
coping with his voices. As Peter felt that he received mental health services in order to 
cope with the voices, feeling less distressed about the voices could be interpreted as him 
not needing mental health services any longer and that services could be withdrawn. This 
would have severe consequences, since a lot of the positive aspects of his life (his job, 
many of his friends, some sports he was involved in) had been gained through mental 
health services.
CRITICAL EVALUATION
The lack of change in Peter’s ability to cope with the voices was potentially due to the 
trainee’s fear of challenging the client, as he despite the voices had an active life that he 
was happy with and his beliefs that he were special protected his self esteem. Being more 
challenging could have resulted in better results, but could also have jeopardized the 
therapeutic relationship. In addition, as Peter was always very keen to please and very 
positive about the sessions, it was difficult to know what he really thought of the therapy.
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Behavioural therapy with a 10-year-old girl with a 
cat and dog phobia: Summary
Child Mental Health Case Report
April 2006 
Year 2
STATEMENT OF ANONYMITY
In order to preserve the anonymity of the client, identifying information has been 
changed. The report was written with the client’s informed consent.
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PRESENTING PROBLEM
Emma, a 10-year-old White British girl was referred for a progressing fear of cats and 
dogs. Emma had been afraid of cats and dogs for as long as she could remember but the 
fear had reached phobic properties following her brother being bitten by a dog and was 
bleeding heavily approximately two years earlier. When Emma saw a cat or a dog, she 
felt scared and panicky, describing physical symptoms such as belly ache, shaking and 
increased heart rate. She thought that if she did not get away from the animal, it would 
bite her.
Emma’s fear had an impact on her social life as she refused to go to people’s houses if 
they had a cat or a dog, even if the animal was locked in another room. It also had an 
impact on the family, as they were unable to go to places such as the park or the zoo. 
Furthermore, Emma’s mother was concerned for her safety, as she would panic when 
seeing a dog or a cat out on the streets and would step into the street without looking in 
order to get away from dogs. Although Emma’s mother was very supportive of Emma, 
she admitted that she would sometimes lose her patience and say things such as “come 
on, don’t be silly” when Emma showed fear.
INITIAL ASSESSMENT
The assessment consisted of a semi-structured face-to-face interview with Emma and her 
mother together as well as individually and was completed in just over one session. The 
Strengths and Difficulties Questionnaire (SDQ) was completed by the Emma’s mother 
and all scores fell in the normal range, indicating no other problems.
Emma lived with her mother and three siblings. Her parents were separated but she had 
close contact with her father. Emma’s mother described the family as close. Emma’s 
developmental history showed nothing of concern apart from the client having had a bad 
temper from an early age which caused problems in playgroups as well as in schools, 
where she had been accused of being a bully. At the time of referral, these problems had 
been resolved. There were no concerns from school and the client was popular and had a 
peer group, including a best friend. However, her mother described her as very shy and
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with little confidence in herself. Emma’s cognitive abilities were below average, 
however, she worked hard at school.
FORMULATION
Emma’s fear of cats and dogs was formulated using a learning theory framework. 
According to the two-factor theory of avoidance, phobias are developed through classical 
conditioning and operant conditioning. Classical conditioning can explain how the phobia 
was developed. The concept of generalisation can explain why the client also developed a 
phobia of cats following the episode where her brother was bitten by a dog. Operant 
conditioning explains the maintenance of the phobia as an avoidance of cats and dogs 
reduced her fear, serving as a negative reinforcer.
ACTION PLAN
The intervention focused on attempting to extinguish the conditioned fear response using 
a graded exposure approach. The initial focus would be on the dog phobia. The plan was 
to start by explain the rationale for the exposure treatment as well as teaching Emma 
ways of coping with anxiety. This would be followed by creating an exposure hierarchy 
which would then be worked through. Homework was seen as an important part of 
treatment as it would ensure that the goals were maintained following the end of therapy. 
The effectiveness of the intervention would be assessed by comparing achievements with 
the hierarchy goal as well as rating the level of fear before and after an exposure session.
INTERVENTION
Psychoeducational work about anxiety and teaching of a simple breathing exercise was 
followed by creating a hierarchy. The hierarchy started with basic education about dogs 
and the goal was for Emma to be able to touch a dog. Emma kept a diary where she 
would write down information about every dog she met. The exposure therapy included 
watching a dog inside a house whilst standing outside, walking a dog and stroking a dog. 
Anxiety was rated before and after each session. Emma using the breathing to help her 
cope with her anxiety during the exposure.
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OUTCOME
Although Emma reached her initial goal of stroking a dog and she was less frightened, 
she was still wary of dogs and amended her goal to being around dogs in uncontrolled 
situations, such as in a park. As the placement had come to an end, the case was handed 
over to another psychologist. However, during the time Emma was seen, in each exposure 
session, she did substantially more than was originally set out to achieve in her fear 
ratings showed a significant reduction. Emma achieved her original goal of stroking a dog 
and managed to do this on two occasions with two different dogs.
REFORMULATION
Emma responded well to the therapeutic approach and she progress steadily, suggesting 
that the original formulation and subsequent action plan was appropriate. As the work 
was not completed, it is not possible to say whether this approach was completely 
successful in resolving Emma’s problem.
CRITICAL EVALUATION
Emma progressed relatively smoothly, however, homework was not always completed 
and it is possible that the trainee could have emphasised the importance of this more. A 
written guide was given to them at the end of therapy so that they could continue 
practising whilst waiting to be seen by the new psychologist, and it is possible that giving 
them a written guide at an earlier stage might have been helpful. Although the trainee 
gradually took a step back and let Emma’s mother take responsibility for the sessions in 
order to prepare them for doing their homework, this was not explicitly discussed with 
her. It might have been helpful to discuss this more openly and give Emma’s mother more 
structured feedback about how to manage the exposure sessions. However, a good 
therapeutic relationship was developed and this was probably vital for Emma to feel 
confident about doing the exposure.
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Cognitive assessment with a 47-year-old man to 
establish eligibility for learning disabilities services: 
Summary
Learning Disabilities Case Report
September 2006 
Year 2
STATEMENT OF ANONYMITY
In order to preserve the anonymity of the client, identifying information has been 
changed. This report has been written with the client’s written consent.
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PRESENTING PROBLEM
William, a 47-year-old White British man, was referred for a cognitive assessment to 
establish eligibility for learning disabilities services and an assessment for Asperger’s 
Syndrome. William’s parents said that he needed supervision in everything he did. He 
could do very basic cooking but did not do any other housework and he could not manage 
his own finances. William was living at home with his parents and his father had starting to 
worry about the future as he feared he and his wife they might not be able to care for 
William much longer.
INITIAL ASSESSMENT
It had been noted in William’s file that he suffered from phobia related to hospitals and 
health professionals, therefore time was spent to establish a rapport with William and he 
was seen at his home. William’s parents were interviewed about his current situation and 
developmental history. Information was also gathered from previous reports by the Duty 
Care Manager and the professionals fi-om a Community Mental Health Team.
William’s developmental history revealed that his early development was normal although 
he started walking late. When William was four years old, he fell and hit his head. He was 
sick for days afl:erwards, but he did not require hospital treatment. William’s father dated 
the start of his problems from this incident. William’s mother reported he would play with 
his brothers and also played well with other children in the area. William was assessed by a 
psychologist at age seven afi;er teachers said that he was “impossible to teach”. Following 
the assessment, William was sent to a special school. When William finished his education, 
he joined the family business. He would do simple tasks, however, Mr Jones said that he 
needed constant supervision in his work.
William’s parents reported that he was quite sociable but that most of his friends had some 
form of special need and Mrs Jones felt that he was easily led by his friends. According to 
his parents, William had never had a relationship with a woman, however, William referred 
to a female friend as his former girlfriend. William worked for his brother a few days a 
week for a few hours. His parents managed his finances and Mrs Jones reported that he was
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easily conned out of money and would not notice whether he got the right amount of 
change back in a shop.
William was very knowledgeable about cars and motorcycles and enjoyed reading 
magazines about motorcycles. He had a driving license for motorcycle and car. He kept his 
room meticulously organised and his parents reported that he got very upset if anything was 
shifted.
HYPOTHESES
The assessment highlighted difficulties in many areas of functioning, however, the reason 
behind these difficulties was not clear. Evidence was considered for a learning disability 
and/or Asperger’s syndrome.
A learning disability could explain why William had failed to stay in mainstream school 
and why he was unable to manage many everyday tasks. In addition, William was child like 
and displayed a degree of social inhibition in his conversations. However, it is possible that 
his failing at school was due to having a learning difficulty rather than a learning disability. 
Limited formal teaching and having family looking after him might have hindered 
opportunities to develop new skills. William’s speech appeared normal and achievements in 
the area of driving were not indicative of a learning disability.
William displayed some signs of traits that are associated with Asperger’s syndrome, such 
as lack of socio-emotional reciprocity, restricted patterns of interests and adherence to 
routines. However, William was very sociable and there were reports of friendships since 
his early childhood. In addition, he maintained eye contact and showed appropriate facial 
expressions.
ACTION PLAN
Psychometric testing was used to test the hypotheses. Adaptive Behavior Assessment 
System (ABAS; assessment of daily functioning) and Wechsler Adult Intelligent Scale
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(WAIS-III) were used to establish whether William had a learning disability. Gilliam 
Asperger’s Disorder Scale (GADS) was used as a screening tool for Asperger’s syndrome.
PSYCHOMETRIC ASSESSMENT
Williams general adaptive composite score of the ABAS fell in the 1®^ to 2”^  percentile and 
was classified as Extremely Low. William scored highest on the Self-Care scale but was 
rated very low on many areas, for example. Functional Academics and Health and Safety.
The WAIS-III showed a Full Scale IQ score that fell in the 0.2 percentile, suggesting a 
significant impairment of intellectual fimctioning. All IQ scores and Index scores fell in the 
extremely low range. Block Design was identified as a significant strength and William 
struggled most with Similarities, Arithmetic and Symbol Search.
The validity and reliability of the GADS has only been established for children and adults 
up to the age of 22, however, due to alternative resources in the service, it was used but was 
regarded as a qualitative measure as much as a quantitative. William’s Asperger’s Disorder 
Quotient (ADQ) was below the percentile, suggesting that the likelihood of William
having Asperger’s syndrome was low or not probable. Analysis of qualitative responses
/
generated the same conclusion.
FORMULATION
The results suggested that William did have a mild learning disability and that he did not 
have Asperger’s syndrome. It could not be verified whether the learning disability had been 
due to a head injury as a child.
CRITICAL EVALUATION
Overall, work progressed well despite the client being very reluctant to meet health 
professionals. It is possible that William’s low score on the ABAS was partly a reflection of 
his father’s anxiety of getting William help. Due to the trainee limited experience of the 
WAIS, some small mistakes were made, however, discussions with supervisor confirmed 
that these mistakes had not been crucial to the outcome.
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Cognitive behaviour therapy with a 13-year-oId 
boy with anxiety: Summary
Advanced Competencies Case Report 
(Paediatric Oncology)
April 2007 
Year 3
STATEMENT OF ANONYMITY AND TNFORMF.n CONSENT
In order to preserve the anonymity of the client, identifying information has been
changed. The client and the parent have given their written consent to this report.
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PRESENTING PROBLEM
Harry, a 13-year-old White British boy, was referred to the Paediatric Psychology Service 
by his Paediatric Oncologist for an anxiety problem. Harry was suffering from a fear of 
his parents dying. He had always felt a bit worried about his parents, however, six months 
earlier, Harry’s uncle had suddenly died of a heart attack and Harry’s anxiety had 
escalated since this episode.
Harry reported physical symptoms such as increased heart rate, difficulties breathing and 
a panicky feeling in his body. However, he did not have full-blown panic attack and did 
not misinterpret his bodily symptoms. Harry felt he was unable to concentrate on his 
work when he worried and he also felt it affected his performance in sports. Sometimes 
Harry would be reluctant to go to school as he did not want to leave his parents. In 
addition, Harry’s sleep was disrupted and he would often wake up worrying about his 
parents.
In terms of managing his worries, Harry would ring his parents several times a day. He 
could distract himself from the anxiety by talking to a teacher, reading a good book, and 
doing sports. However, all these strategies would only give him temporary relief from the 
anxiety.
INITIAL ASSESSMENT
The assessment consisted of a semi-structured face-to-face interview and stretched over 
two sessions. Intervention aspects were incorporated into these sessions as well. Harry’s 
mother was present in the first assessment and his father in the second and some time was 
also spent with Harry on his own.
Harry was living with his parents in an affluent area of South East England. He had two 
older brothers. It was clear that the family was well-off and well educated and the family 
seemed to be close-knit. Both parents came across as warm and as having a good 
relationship with Harry, although they sometimes seemed to find it difficult to be patient
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with Harry when he was anxious and Harry’s mother came across as being a quite 
anxious person herself.
Harry had been diagnosed with Acute Myeloid Leukemia (AML) when he was two years 
old. Harry was treated with chemotherapy, which had been effective, however, he still had to 
come for six-montly check-ups at the hospital.
Harry was a day student at a boarding school which had lots of extra-curricular activities 
and Harry was involved in many different sports. Although he had not known anyone at 
school when he started secondary, he had made many friends. Harry came across as very 
bright and he reported enjoying school and that he found the work easy.
FORMULATION
Childhood cancer is likely to have psychological implications for the child and the family 
even after treatment has been completed. Although Harry’s cancer has been treated 
successfully, a relapse of AML was possible. This is likely to have made his parents 
anxious and perhaps overprotective of Harry and the anxiety might have been transferred 
onto him. Harry’s anxiety problem was triggered by his uncle dying and was present 
whenever he was apart from his parents. In order to cope with the anxiety, Harry ensured 
that he spent as much time as possible with his parents and when that was not possible, he 
would phone them as often as he could. This further perpetuated the problem.
ACTION PLAN
Cognitive behavioural therapy was used as an intervention. Therapy would start by 
socialising Harry to the model, then present simple coping strategies and attempt to 
reduce the safety behaviours. This would be followed by trying distraction techniques and 
identifying and challenging thoughts. Finally, relapse prevention would be discussed. 
Homework would give Harry an opportunity to practice the skills he would learn and 
would ensure that goals could be maintained. The intervention would be evaluated by 
using an anxiety rating scale (0-10) and assessing whether Harry had reached his goals.
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INTERVENTION
Harry was encouraged to reduce the number of phone calls made to his parents and was 
taught some simple breathing exercises to cope with the anxiety. Work also focused on 
changing a re-occurring image of finding his parents dead in bed. In terms of distraction 
technique, Harry found “counting backwards” particularly helpful. Work on challenging 
his thoughts was started, however, at this stage, Harry’s anxiety was significantly 
reduced, and no in-depth work on his thoughts was necessary. After a set-back where 
Harry refiised to go to school, a contract was drawn up which contained an action plan of 
what to do would this occur again.
OUTCOME
Harry reported that all of his therapy goals were achieved and his anxiety ratings went 
down from 6 out of 10 to 0. This was maintained at follow-up, two months after the last 
therapy session.
REFORMULATION
The initial formulation appeared appropriate as a working model throughout therapy, 
however, during therapy, it emerged that Harry was quite superstitious and this explained 
Harry’s reluctance of inducing anxiety by recalling distressing images voluntarily.
CRITICAL EVALUATION
Overall, the work with Harry progressed smoothly and no major obstacles were 
encountered. It would have been useful to have rated Harry’s anxiety in the first 
assessment session rather than in the first treatment session, as some coping strategies had 
already been introduced at this stage. This might have given Harry a clearer sense of the 
achievements he had made. Harry’s ability to be assertive was useful in terms of 
homework as it ensured that he was not set homework that he did not feel he could do. As 
a consequence, Harry was very successful in completing homework and this seemed to 
give him more confidence in his ability to manage his anxiety.
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Clinical Placements
Adult Mental Health
(Nov 2004-S ept 2005)
Child and Adolescent Mental Health
(Oct 2005 -  March 2006)
People with Learning Disabilities 
(April 2006 -  Sept 2006)
Advanced Competencies (Paediatric Oncology) 
(Oct 2006-M arch 2007)
Older Adults
(April 2007-S e p t2007)
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ADULT MENTAL HEALTH
Setting: Community Mental Health Team (1 session/week for four months in Primary Care) 
Presenting problems: Depression, anxiety, hearing voices, bipolar disorder, obsessive 
compulsive disorder, self harm, Asperger’s syndrome.
Clients’ age range: 22 -  82 years 
Therapeutic approaches used: CBT, DBT
Summary of placement: The work consisted primarily of 1:1 therapy, however, a piece 
of indirect work was undertaken with a man with schizophrenia living in a Residential 
home. Most work was undertaken independently, but there was some joint work with a 
CPN. A CPA review was attended for one of the clients. In terms of group work, a 
“Living with psychosis” workshop (2 sessions) was run together with another trainee and 
a 6-week stress management course was observed/co-facilitated. As for assessments, 
three neuropsychological assessments (primarily WAIS-IV) were undertaken and 
standardised measures such as the BDI and the BDI were used to evaluate outcome. 
Clients were mainly from a White British background but a young man from South Asia 
was seen for a longer piece of work (17 sessions + follow-up).
CHILD AND ADOLESCENT MENTAL HEALTH 
Setting: Child and Adolescent Mental Health Service
Presenting problems: Depression, anxiety, sleeping problems, toileting problems, 
behaviour problems, ADHD, autism.
Clients’ age range: 2 -1 3  years
Therapeutic approaches used: CBT, BT, Systemic Therapy
Summary of placement: Both direct work with children and indirect work with parents 
were undertaken. One client with autism was seen jointly with a Speech and Language 
Therapist and joint work with supervisor was also conducted. A number of school 
observations were conducted and information from teachers was collected as part of 
assessments. Three neuropsychological assessments were completed and standardised 
measures such as the SDQ was used routinely as part of assessments. Some assessments 
were a part of an MDT assessment for autism or ADHD. Child abuse issues emerged with 
some of the clients and were discussed with supervisor and in one case social services.
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and one child protection conference was attended and observed. The clients came from a 
diverse ethnic and socioeconomic background.
PEOPLE WITH LEARNING DISABILITIES
Setting: Community Team for People with Learning Disabilities
Presenting problems: Challenging behaviour, dementia, anxiety, Asperger’s syndrome, 
family relationship issues, eligibility for LD services.
Clients’ age range: 22-58 years
Therapeutic approaches used: BT, ABA, CBT, Family Therapy 
Summary of placement: 1:1 therapy was undertaken with two clients and family therapy 
work (as part of a reflective team) with three families. A session of intensive interaction 
was conducted with a client with severe learning disability. Two extended assessments 
with people with challenging behaviour were undertaken, which included observations 
and interview with care staff and family members in a range of different settings. In terms 
of group experience, a three-session “Problem solving and assertiveness” course was held 
with two groups at a local day centre. A three hour training session about dementia was 
conducted with staff at a residential care home. A number of psychometric assessments 
(for dementia, eligibility for learning disabilities services, autism and Asperger’s 
syndrome) were completed. The clients were primarily from a White British background.
ADVANCED COMPETENCIES (PAEDIATRIC ONCOLOGY)
Setting: Paediatric Oncology Department
Presenting problems: Treatment phobias, depression, anxiety, behaviour problems, 
eating problems, sleep problems, cognitive difficulties, coping with illness and disability, 
bereavement issues.
Clients’ age range: 3 - 2 0  years
Therapeutic approaches used: CBT, BT, Solution Focused Therapy 
Summary of placement: Most work involved direct work with clients or indirect work 
with parents, however, parents were also seen directly (in terms of coping with their 
child’s illness) and a sibling of a child with cancer was seen for weekly sessions. Indirect 
work with staff was done in a case of challenging behaviour. Work was conducted
89
Clinical Placement Summaries
independently as well as jointly with supervisor or other psychologists. There was also 
joint work with social workers and as part of a MDT management of a child with 
challenging behaviour jeopardising his treatment. School observations were conducted 
and information was gathered from teachers as part of assessments and a school visit was 
conducted with the hospital school teacher to prepare the school for the returning of a 
child with cancer. Four neuropsychological assessments with children with brain tumours 
were conducted (including the WISC-III, WPPSI-III, CMS) leading to recommendations 
to teachers and regarding statements. Clients came from a diverse ethic, cultural and 
socio-economic background.
OLDER ADULTS
Setting: Community Mental Health Team for Older Adults
Presenting problems: Challenging behaviour, depression, anxiety, bereavement, 
dementia
Clients’ age range: 70 -  95 years
Therapeutic approaches used: CBT, solution focused therapy, person centred approach 
Summary of placement: Individual therapy was conducted with three clients and 
indirect work with a man with dementia and challenging behaviour was also undertaken. 
Family members were also seen as part of assessment/therapy. Most clients were seen in 
their home. An 8-week cognitive stimulation group for five service users and carers was 
run together with the assistant psychologist. Three neuropsychological assessments were 
undertaken to ascertain whether cognitive deterioration was taking place. Clients were 
primarily of White British origin.
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1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice y
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Adult Mental Health Staff’s Perceptions of Boundary 
Issues: Comparing Qualified and Unqualified Staff
Service Related Research Project
July 2005 
Year 1
93
SRRP
ABSTRACT
This study looked at qualified and unqualified adult mental health professionals’ 
perceptions of boundaries with the aim to inform new guidelines regarding boundaries 
that will be developed for unqualified staff. 76 professionals (18 unqualified, 49 qualified, 
9 unknown) working in Adult Mental Health settings in the Borough completed a 
questionnaire asking about their opinion on 15 different boundary issues, such as hugging 
a client or receiving gifts. The quantitative analysis revealed that qualified members of 
staff were significantly more flexible in their attitudes with regards to feeling attracted to 
a client and attending a client’s wedding. In addition, qualified staff members were 
significantly more likely to adopt a less rigid approach overall. The qualitative analysis 
generated a number of themes, most of which were mentioned by both qualified and 
unqualified staff. However, only qualified staff discussed that circumstances and contexts 
guide the decision regarding giving a client a hug, and mentioned the potential therapeutic 
benefits of self disclosure. Unqualified members of staffs attitudes towards crossing 
boundaries do not reflect their considerably large proportion of boundary violations. It is 
suggested that unqualified staff have less training in adopting a case-by-case approach to 
crossing boundaries and therefore risk violating them. Due to the nature of their work, 
they also face an increased risk of boundary erosions, potentially leading to more severe 
transgressions. It was recommended that guidelines be clarified where possible, that 
specific training should take place and that supervision should take a prominent place in 
discussing these issues.
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INTRODUCTION
Professional boundaries can be defined as the border between behaviours that are 
acceptable and unacceptable in a therapeutic relationship (Gutheil & Gabbard, 1993). 
They are necessary to prevent harm to clients, but also aim to enhance the autonomy and 
independence of clients (Smith & Fitzpatrick, 1995). When working with vulnerable 
clients who often have experienced stigma, isolation and difficulties in forming 
interpersonal relationship, one of the most challenging areas that mental health 
professionals face is maintaining boundaries whilst developing a supportive and 
therapeutic relationship. Being too formal and inflexible can be an obstacle to developing 
a therapeutic alliance, and hence can affect treatment outcome (Lambert & Davidson, 
2000), however, transgressing boundaries can cause severe harm to the client.
Gutheil and Gabbard (1993) suggested that boundary transgressions can be categorised 
into two types -  boundary crossings and boundary violations. Boundary crossings are 
deviations from the normal client-professional relationship that are beneficial for the 
client and enhance the therapeutic relationship. On the other hand, boundary violations 
results in harm to the client and involves a degree of exploitation. Sometimes there is 
clear agreement on what constitutes a violation, for example having a sexual relationship 
with a client, and this is emphasised in professional guidelines (e.g. Division of Clinical 
Psychology Professional Practice Guidelines, 1995)\ However, in many instances a 
transgression can be either a crossing or a violation, depending on the client, the 
relationship, the context (Gutheil & Gabbard, 1998) and the intent of the clinician 
(Petemelj-Taylor & Yonge, 2003).
Boundaries that clinicians may choose to transgress include the nature of the role of the 
clinician, the location of meetings, acceptance of gifts, self-disclosure, and physical 
contact (Gutheil & Gabbard, 1993). When deciding whether boundaries should be 
transgressed, the benefits, drawbacks and potential risk to the client need to be considered 
beforehand and the transgression should only occur if it is likely to benefit the client
' Hereafter referred to as DCP Guidelines.
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(Lazarus, 2003). However, even the best intended boundary crossing can lead to a 
“slippery slope”, where minor boundary crossings escalate in severity and frequency with 
time and might eventually result in a boundary violation (Gutheil & Gabbard, 1993).
Maintaining boundaries can be challenging for the most experienced staff, and arguably 
puts particular pressure on unqualified staff who often have received very limited training 
in the therapeutic use of boundaries (Lambert & Davidson, 2000). In addition, unqualified 
staff do not have any professional guidelines to provide guidance in difficult situations, 
however, they are required to follow the Trust’s Code of Conduct for Health and Social 
Care Support Workers Policy^ (see Appendix A). These guidelines give clear directions 
on some topics, such as non-professional relationships with clients (section 6.1), and 
receiving gifts (section 6.2). However, other sections are less clear, for example stating 
that the support worker should ensure that their actions do not harm the clients (section 
3.2), potentially leaving room for interpretation.
Assessing professionals’ perception of boundary transgressions has become an issue in 
the Borough as there has been an increased number of boundary violations made by 
unqualified staff in the past year. The aim of this study was to audit mental health 
professionals’ perception of a range of different boundary issues, a few of which have 
clear regulations whilst most are open for interpretation^ Both qualified and unqualified 
staff s perceptions were audited, as qualified members of staff play an important part in 
influencing the culture of what is deemed acceptable and not. The results will provide a 
framework for the development of new guidelines related to boundary issues that will be 
introduced for unqualified staff in the Borough.
 ^Hereafter referred to as Trust Guidelines.
 ^Due to the limitations o f  this report, only section 1 and 2 o f  the questionnaire will be discussed. The 
Borough will receive a more detailed report, discussing all sections o f  the questionnaire.
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METHODS
Participants
Qualified and unqualified staff working in adult mental health in the Borough were 
included in the study. The participants were recruited from four Community Mental 
Health Teams (CMHTs), three In-Patient wards and one Access Team. In total 127 
participants were given the questionnaire and 76 were returned (60% response rate). 
64.5% of the respondents were female and the median age group was 41-50. 18 
participants were unqualified staff members, 49 were qualified and nine did not state their 
profession. Half of the respondents had over 10 years of experience of working in mental 
health and 27% had over 20 years experience. The largest staff group that completed the 
questionnaire was nurses.
Questionnaire
The study used a questionnaire developed specifically for this purpose (Appendix B). It 
consisted of six different sections: 1) Demographics; 2) Boundary dilemmas; 3) Learning 
and maintaining boundaries; 4) Factors making it difficult to maintain boundaries; 5) 
Responsibility for boundary setting and 6) Supervision. The different sections of the 
questionnaire emerged as a result of discussions with clinical supervisor. Team Manager 
and Service Manager, as well as by reading relevant literature (see Appendix C for a 
detailed account of how the questionnaire was constructed).
The response format for section 2 was taken from White (2003). The response formats for 
the other sections were developed in consultation with clinical supervisor and agreed with 
Service Manager. In order to minimise missing data and to maximise response rate, tick 
boxes were used throughout. However, most questions also had room for qualitative 
responses, which aimed to shed light on the responses. Furthermore, a section for 
additional comments was included at the end.
The final draft of the questionnaire was piloted with five mental health professionals not 
working in the Borough before being distributed.
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Procedure
The questionnaires and covering letters (Appendix D) were sent out to the managers of 
the teams and wards. This was backed up by the Service Manager who sent an e-mail 
asking the managers to distribute the questionnaires to permanent clinical staff members. 
Envelopes were enclosed with each questionnaire and to ensure confidentiality, staff 
members were asked to put the completed questionnaires in the sealed envelop before 
returning it to their manager. When the managers had ensured a maximum response rate, 
the envelopes were returned to the researcher.
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RESULTS 
Quantitative analysis
The responses to the 15 boundary dilemmas are presented in Table 1 (see Appendix B for 
the complete questions).
A Mann-Whitney test was applied in order to identify any differences between qualified 
and unqualified staff. Questions where the consensus was 90% or more were excluded 
from the analysis in order to minimise the risk of a Type 1 error. Qualified staff were 
significantly more likely to say that it is acceptable to be attracted to a client (U=202.000, 
n=62, j9=.004, two-tailed). They were also significantly more likely to be positive towards 
attending a client’s wedding (U=220.000, n=56,/7=.049, two-tailed).
Table 1. Number of responses to the boundary dilemmas (percentages in brackets).
Hug
(n=76)
Accept gift 
(n=76)
Feel
attracted
(n=76)
Give phone 
number 
(n=75)
Discuss 
other staff 
(n=76)
Always 0(0) 2 (2.6) 3 (3.9) 0(0) 1 (1.3)
Sometimes 52 (68.4) 48 (63.2) 22 (28.9) 2(2.7) 23 (30.3)
Never 22 (28.9) 26 (34.2) 46 (60.5) 73 (97.3) 51 (67.1)
Don’t know 2(2.6) 0(0) 5 (6.6) 0(0) 1(13)
Discuss own 
problems 
(n=76)
Have sexual 
relationship 
(n=76)
Lend
money
(n=76)
Give advice 
outside role 
(n=75)
Personal
disclosure
(n=76)
Always 0(0) 0(0) 0(0) 0(0) 0(0)
Sometimes 15(19.7) 0(0) 21 (27.6) 26 (34.7) 32(42.1)
Never 60 (78.9) 76(100) 51 (67.1) 40 (53.3) 44 (57.9)
Don’t know 1(13) 0(0) 4(5J) 9 (12.0) 0(0)
Meeting 
after work 
(n=76)
Attend
wedding
(n=76)
Sell
something
(n=76)
Discuss
religion
(n=76)
Borrow
something
(n=76)
Always 00% 1(L3) 0(0) 0(0) 0(0)
Sometimes 0(0) 21(27.6) 3 (3.9) 30 (39.5) 12(15.8)
Never 76(100) 40 (52.6) 69 (90.8) 41 (53.9) 59 (77.6)
Don’t know 0(0) 14(18.4) 4(5.3) 5 (6.6) 5 (6.6)
In order to convert the data into ordinal level o f  measurement, the ’Don’t know’ responses were excluded 
from the analysis.
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In terms of participants’ patterns of responses, Figure 1 shows the average number of 
“always”, “sometimes”, “never” and “don’t know” responses given by qualified and 
unqualified staff respectively.
12
10
E3 Qualified staff 
(n=49)
M Unqualified staff 
(n=18)
Always Sometimes Never Don't know 
Responses
Figure 1. The mean number of responses by qualified and unqualified staff members respectively.
An independent t-test revealed that qualified staff were significantly more likely to
answer “always” (/=-2.828, df=48, p=.007, two-tailed, equal variances not assumed) and
sometimes (/=-2.832, df=65,/7=.006, two-tailed) than were unqualified staff. On the other
hand, unqualified staff were significantly more likely to answer “never” (/=2.532, df=65,
p=.006, two-tailed). There was no difference between the two groups in terms of
answering “don’t know” (/=.862, df=65,/>>.05, two-tailed).
Qualitative analysis
Table 2 shows the questions that elicited the largest amount qualitative comments and the 
number of comments they elicited.
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Table 2. The number of comments received on the highest 
response-generating questions.
Question No of comments
Hugging a client 30
Accepting gifts 30
Feeling attracted 26
Discussing other staff 24
Disclosing personal information 26
A range of themes emerged from the comments regarding hugging a client. 11 
participants emphasised that this would only happen very rarely, another 11 discussed 
that a decision to hug a client is influenced by a range of factors, including the client’s 
pathology, however, that was only mentioned by qualified staff. Eight participants wrote 
that it would be acceptable to hug a client in extreme situations, such as bereavements, 
seven participants mentioned that they would only hug a client of the same sex, and six 
mentioned that it would be acceptable when ending work with a client. 43% of qualified 
staff offered comments on this question and 33% of unqualified staff.
Themes that were identified in the accepting gifts section include only accepting token 
gifts (19 participants), that gift would have to be recorded and/or that the manager would 
have to be informed (ten participants), considering the pathology of the client and the 
meaning behind the gift (six participants), and the possibility of offending the client if 
refusing (five participants). This question generated almost an equal amount of comments 
from qualified and unqualified staff (43% and 44% respectively).
As for feeling attracted to a client, a majority (16 participants) emphasised that this is not 
possible to control, 12 people emphasised that no action should be taken, seven people 
mentioned professional aspects, such as discussing it in supervision and possibly transfer 
the case, and four people mentioned that attraction does not necessarily have to be sexual. 
This question generated responses from 35% of qualified staff versus 44% of unqualified 
staff.
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In terms of discussing other staff with a client, there were no strong themes emerging, but 
issues that were mentioned included the importance of not discussing any personal details 
(four participants), support other staff members if they were being criticised by a client 
(three participants, all qualified), only discussing professional services that could be 
offered other staff members (three participants), and giving practical information, such as 
information about another member of staffs absence (five participants). 35% of qualified 
staff and 28% of unqualified staff offered comments on this question.
Finally, three major themes emerged when analysing the comments to the question about 
disclosing personal information. 14 participants emphasised that they would only give out 
very limited information, such as where they had been on holidays or if they had children. 
Seven participants, all of them qualified, said that they would self disclose it if it would 
be of therapeutic benefit and five qualified members of staff emphasised that disclosing 
personal information would rarely happen. For this item, there was a discrepancy in the 
amount of people offering comments -  41% of qualified staff versus 17% of unqualified 
staff.
103
SRRP
DISCUSSION
The responses to the dilemmas presented in the questionnaire suggests that for some 
questions, there is great agreement in staff members’ perceptions of what is acceptable 
and not, whereas for other questions there is considerable variation.
All participants agreed that it is never acceptable to have a sexual relationship with a 
client. There was also 100% consensus about not meeting clients after work, although a 
few participants emphasised that meeting outside office hours may be necessary, but for 
work-related purposes only. This go in line with professional guidelines (e.g. DC? 
Guidelines, §2.1.3.1)^ as well as the Trust Guidelines, §6.1.
All participants apart from two agreed that it was never acceptable to give a personal 
phone number to a client. Professional guidelines do not take a clear stance on this, and 
one participant that answered “sometimes” highlighted the differences in boundary 
approaches between different psychotherapeutic schools (Gutheil & Gabbard, 1998) by 
commenting that Dialectical Behaviour Therapy in its most orthodox form requires that 
the client can contact the professional at all times (Linehan, 1993). However, the Trust 
Guidelines §6.1 emphasise that all communications and practices should be confined 
within the working day or night.
Staff generally agreed that it is never okay to sell something to a client, and the 
participants who answered “sometimes” to this question did not comment on their stance. 
Although there is no direct advice on this situation in either Professional Guidelines or the 
Trust Guidelines, it could be argued that by selling something to a client, a professional 
may be abusing the power of their position (DCP Guidelines §2.1.3, Trust Guidelines,
§&1T
 ^Due to the limitations o f  this report, it will not be possible to consider guidelines for all the different 
professions included in this study. However, no major differences were detected in guidelines with regards 
to the dilemmas presented in the questionnaire.
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Although there was agreement on some questions, for the majority of questions less than 
70% of the participants agreed on one answer. Qualified staff were significantly more 
likely to answer positively towards feeling attracted to a client and attending a client’s 
wedding. In addition, it was found that qualified staff were significantly more likely to 
give “always” and “sometimes” answers overall. As qualified staff report being more 
likely to cross boundaries, it could be assumed that they would be at greater risk than 
unqualified staff of violating boundaries. However, reports from the Service Manager 
paints a different picture, as all staff members that have been reprimanded for boundary 
violations in the past year have been unqualified. What explanation could there be for this 
apparent discrepancy?
It is generally agreed that decisions regarding boundary crossings need to be made on a 
case-to-case basis (e.g. Gutheil & Gabbard, 1998). The qualitative analysis identified that 
only qualified staff mentioned that a range of factors (for example, context, client 
pathology) influence the decision of whether to give a client a hug. This suggests that 
qualified staff are more aware of the case-to-case approach to boundary setting and as a 
result might feel less need to applying rigid rules. It has also been argued that all 
boundary crossings should have a therapeutic rationale (e.g. Smith & Fitzpatrick, 1995). 
Again, in the qualitative analysis only qualified members of staff demonstrated an 
awareness of this, by mentioning the potential therapeutic benefits of self disclosure. 
Using a case-to-case approach when considering crossing boundaries as well as reflecting 
upon the therapeutic rationale behind a certain action might enable qualified staff to make 
more appropriate judgements about boundary crossings. As discussed in the introduction, 
a boundary transgression can be a crossing with some clients and a violation with another, 
depending on a range of factors, and a failure to consider these factors increases the risk 
of boundary violations.
Another hypothesis is that unqualified staff are more exposed to boundary erosions, due 
to the more generic nature of their role. Most unqualified staff reported that personal 
disclosure is unacceptable, however, it might be challenging to engage a client without
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some degree of reciprocity in the relationship. Hence, disclosing minor details about 
one’s life might be seen as unavoidable and might actually be beneficial for the 
therapeutic relationship. However, whereas qualified staff often see clients for a specific 
therapeutic aim (for example, an injection, or a psychotherapy session), leaving little time 
for small talk, unqualified staff are more frequently exposed to situations where the 
border between a social relationship and a therapeutic relationship is blurred. As a 
consequence, minor boundary crossings are likely to occur more frequently and may 
create a so called “slippery slope”, which eventually might result in a boundary violation. 
As pointed out by Gutheil & Gabbard (1993), a sexual relationship between a client and a 
professional generally does not start out of the blue, but has in the majority of cases been 
preceded by minor boundary crossings over a period of time. This risk might further 
increase if boundary issues are not discussed regularly in supervision, and failure of 
supervisors to raise the issue might send a message that discussing doubts and dilemmas 
regarding boundary crossings is a sign of incompetence.
Limitations of study
Despite several attempts to ensure anonymity (for example, by having age brackets in 
order not to single out anyone who were of a recognisable age), it is possible that 
participants were reluctant to give honest answers for a fear of repercussions. This might 
be particularly true for unqualified staff who have been reprimanded in the past, or have 
known of colleagues being reprimanded. It is also important to remember that qualitative 
comments were optional, and the patterns discovered in the qualitative analysis might not 
be due to unqualified staff member’s inability to reflect upon these issues, just that they 
did not volunteer the information. Finally, as with all studies looking at people’s opinions 
-  attitudes do not always predict behaviour (e.g. Davidson & Jaccard, 1979).
Recommendations
In terms of developing new guidelines regarding boundaries, it is important to remember 
that although guidelines can provide some guidance as to how to deal with boundary 
issues, they cannot cover every possible scenario (Petemelj-Taylor & Yonge, 2003).
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How to react in a situation where the boundaries are challenged often needs to be 
determined on a case-by-case basis, using clinical judgment. Based on the findings of this 
study, the main recommendations for developing new guidelines are:
• Where the Trust have a definite stand (for example, selling items to clients), 
guidelines should be made specific and unambiguous
• Specific training events should be organised where staff are encouraged to reflect 
on boundary transgressions and what factors to take into account in making the 
decision, as well as developing an awareness of the concept of a “slippery slope”
• Ongoing discussion about boundary issues in supervision should be ensured, and 
supervisors and managers should be responsible for developing a culture of 
openness, where staff feel that it is acceptable to discuss their dilemmas.
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APPENDICES
Appendix A. The Trust’s Code of Conduct
CODE OF CONDUCT FOR
HEALTH AND SOCIAL CARE SUPPORT 
WORKERS POLICY
Accountable Director: Chief Nurse
Policy Author: . Assistant Chief Nurse 
Date of Implementation: September 2002 
Date of review: September 2005
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CODE OF CONDUCT FOR 
HEALTH AND SOCIAL CARE SUPPORT WORKERS POLICY 
Trust-Wide Clinical Policy
1. TRUST STATEMENT
1.1 The code of conduct for health and social care wdr1<ers Dolicy relates to all 
unqualified care workers employed within
1.2 All health and social care workers are required to keep themselves familiar 
with the Trust's policy on code of conduct for health and social care 
workers and adhere to the standards set within the policy at all times.
1.3 As a health and social care worker you are personally responsible for 
 ensuring-that-the-actions-you-.take-Jn_caring-and-,comraunicating_with-
service users and their relatives and carers are in accordance with this 
code of conduct.
1.4 If you are ever in any doubt about any aspect of your role, always seek 
clarification from the line manager or professional supervisor.
2. INTRODUCTION
2.1 The purpose of the code of conduct for health and social care workers is  
to: , •
•  Inform health and social care workers of the standard of conduct 
required of them in the exercise of their accountability and duty of care.
•  Inform service users, relatives and carers, professional practitioners, 
other staff and departments of the standard of conduct that they can 
expect of a  health and social care worker. :
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2.2 ■ Each health and social care worker v/i!l always act in a  manner which:
•  Safeguards the interests of the service user
•  Promotes person centred care
•  Demonstrates commitment to teamworking
: •  Justifies public trust and confidence and maintains the good reputation
of ‘
3. SAFEGUARDS THE INTEREST OF THE SERVICE USER.
3.1 You must always behave in a  manner which safeguards the service user
interest. ' . .
. 3-2 You must ensure that within your scope of responsibility none of your
actions, or omissions, harm the sen/ice users' interests, condition or 
safety.
3.3 You are aware of your capabilities and never perform an action unless you 
are considered safe and skilled in doing so by a qualified professional 
within your sphere of practice.
—3;4----Always—woric-under—the—supervision—and—guidance—of—a—qualified-
professional.
3.5 Always report circumstances which • may place' service users, relatives,
carers, visitors or colleagues in any situation which could jeopardise their 
safety to a  qualified professional within your practice area.
4. PROMOTE PERSON CENTRED CARE
4.1 You must always inform and involve service users in every aspect of
. delivery of care, ensuring that choices. are offered ' which promote
independence.
4.2 Always respect and protect the dignity of each service user irrespective of
their race, culture, gender, religious and political beliefs, age, sexuality, 
economic staus, personal circumstances or the nature of their mental 
illness. , ■ - ■
4.3 You must always be sensitive to the needs of service users, their relatives 
•and carers.
4.4 You must keep your knowledge and skills up-to-date throughout your 
working life by taking every opportunity suitable for training and
111
SRRP
f
development by working with colleagues, from all care backgrounds and 
by participating in learning activities that develop your competence and 
perfomnance in order to ensure that each service user receives the highest 
quality of care v^ rhich is appropriate to your role.
5. DEMONSTRATES COMMITMENT TO TEAMWORKING
5:1 You must demonstrate your commitment to team working by co-operating
with all colleagues in the NHS, Social Care and the wider community.
5.2 All health and social care support workers must work in a  collaborative 
and supportive way with other health care and social care professionals,
' particularly in the delivery of the agreed service users care plan to ensure 
consistency.
5.3 You should be flexible and open to changes that affect the area  and 
practices you are working within and assist organisation and national 
implementations that affect your practice area.
5.4 You must always be honest and act with integrity towards the public and 
all staff members and ensure.that service users and,team members are 
protected against Inappropriate practices such as bullying, harassment^
 abuse,-neglectrunacceptablecarerbreach-of.confidentiality.etc _____ _
5.5 You must communicate effectively to other members of your team as 
required for the benefits of service users.
5.6 Health care support workers must ensure that if recording information 
within a  service users records that it is accurate and countersigned and 
follows the Trust’s Record Keeping Policy (2002).
6. JUSTIFY PUBLIC TRUST AND CONFIDENCE
::6.1 Always ensure that your relationship with service users never exceeds the
boundaries of a  health or social care worker and all communications and 
practices are confined within your working day or night with supervision. 
Never abuse this privileged relationship with regard to the service user's 
person, property, residence or workplace. At no time are any staff 
allowed ÏÛ enter into a relationship with any service user beyond the 
therapeutic relationship.
6.2 Never accept a gift, favour or hospitality from a  service user, carer or
relative currently receiving care, unless it Is a  small gift of gratitude, e.g. a 
box of chocolates or with hospitality e.g. a  cup of tea. Always ensure that
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you comply with the guidelines of acceptance of gifts and inform your line: 
manager or professional supervisor. If you are at all unsure about 
accepting a gift, favour or hospitality always seek the advice of your line 
manager or professional supervisor first.
6.3 You have a  legal duty to maintain confidentiality at all times, releasing any 
information must be sought from the proper authority, which should be 
gained directly or indirectly in the course of duty. (Staff code of conduct for 
maintaining confidentiality of patient information 2002).
6.4 All health and social care support workers will participate in regular 
supervision and appraisal in line with Trust policy.
6.5 ' You must , ensure that you are aware and • understand relevant Trust
policies and procedures and follow guidance to the best of your ability to 
ensure appropriate and safe care.
7. REFERENCES
Code of Professional Conduct 
Nursing and Midwifery Council 
June 2002
A ccountable Director Signature:
Policy Author Signature:
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Appendix B. The Questionnaire
Please ansnver all (he questions and  ad d  any  com m ents in o rd e r  to  clarify  your answ er.
1. D em ographics
a. G ender
r~l Female Q  Male
b. Age group
□  <31 □  31-40 □  41-50 Q > 5 0
c. P ro fessio n _________________________________
d. How m any years have you been w orking in m en ta l health?
□  <2 ‘' □ 2 - 5  ‘ □ 6 - 1 0  □  11-20 □ > 2 0
e. Do you w o rk ...
□  Full time? □  Part time (please state lirs per week)?: _ _____ __
2. In y o u r opinion, w ould it be ok  to ...
a. Give a client a hug?
Comments;
Aiwajs Sometimes
000#
Never
□
Don’t know
b. Accept a gift from  a client?
Comments;
□ □ ISiffiii
c. TccI attracted to a client?:
Comments:
iliiii □ □
d. Give a client your personal photic nmuber?
Comments:
□ □ □
e. Discuss other staff with a client?
Comments:
□ □
114
SRRP
f. Talk to a client about rour own problems?
CoinnienLs:
Always
□
Sometimes Never
□
Don’t know
□
:g. Have a sexual relationship with a client?
Comments;
□ l i l i l i f i □ □
h. Lend money to a client?
Comments;
f l H i i □ □
i. Give advice outside your role 
Comments;
□ □ □ □
j. Talk to a client about your personal life?
Comments:
□ n i i s i l □
k. Meeting up with a client after work? 
Comments:
□ □ □ □
I. Attend a client's wedding?
Comments;
□ # 0 0 # □ □
m. Sell something to a client? ,
Comments;
□ 1 1 ®  i l l □ ■ □
n. Talk to a client about your religious beliefs? 
Comments:
□ □ □
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Always Sometimes Never Don’t know
o. Borrow something from a client? □ □ □  □
Comments;
3. In  your experience, how  Im p o rtan t a rc  the follow'in 
se tting  boundaries w ith clients?
g factors in term s o f learn ing  abou t
a. Job induction
Very
important
□
Quite 
important ;
□
Not so 
important 
□
b. Clinical supervision □ □ □
c. Common sense □ i i l M î i i □
d. Observing more experienced colleagues □ □ □
c. Training course □ □ □
fi Trust guidelines □ □ □
g. Work experience □ i i a i : ! : : ; : : □
h. Professional guidelines (if applicable) □ □
i. As part of professional training (if applicable) □ i i e i i □
j. Other (please specify): □ □
4. In y o u r experience, how influential a re  th e  follow ing facto rs in 
d ifncu lt to m ain tain  boundaries?
Very Quite 
intliicntial influential 
a. W orking with a client for a long period o f time □  | |
term s o f m aking it
Not so 
intlucntial
□
b. Not being sure about the limits of your role □ □ □
c. Client is of a different ethnic/cultural 
background from yourself
□ □ □
d. Going tiirough a rough time yourself □ □ □
c. Not wanting to upset client □ □ □
f. Seeing clients outside hospital/CMHT grounds 
(e.g. home visits,m eeting for coffee)
□ □ □
£. Other (please specify): □ ' □
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5. In  y o u r view, w ho is responsible fo r setting and  m ain ta in ing  boundaries?
Q  T he client □  Tiie professional Q  Both the client and the
professional
Comments:
6. S upervision
a. H ow  often do you receive clinical supervision?
□  More than once a week (please specify how often): 
r~l Once a week
I  I  Once every two weeks
□  Less than every two w eeks (please specify how often):
b. H ow  long is y our supervision (in m inutes)?
c. Do you feel you have an o pportun ity  to discuss issues re la ted  to boundaries in client 
w ork  d u rin g  supervision tim e?
Q  Y es □  N o please answer question d
d. I f  not, w hat w ould help to p rov ide you w ith th is opportun ity?
□  Specific training
• □  Prompting from supervisor
□  Talking to colleagues about these issues
□  Increased amount o f clinical supeivision
□  Having personal therapy
□  Other (please specify) ________________________
Comments:
Thank you for your participation!
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Appendix C. The Construction of the Questionnaire
Part of questionnaire Rationale
1. Demographics To establish whether questionnaires had 
been returned from all subgroups within the 
population
a. Gender See Demographics
b. Age Age groups rather than specific age was 
used in order to give a higher level of 
anonymity
c. Profession To identify whether staff was qualified or 
unqualified and to establish whether 
questionnaires were returned by all staff 
groups.
d. Experience Categories were used rather than asking for 
the number of years in order to preserve 
anonymity for anyone who had 
exceptionally long or very short experience.
e. Full time/part time To be able to work out frequency of 
supervision
2. Specific dilemmas The presentation of different boundary 
dilemmas has been used for example by 
White (2003). These types of questions 
were included to get a general impression 
of staffs understanding of boundary issues. 
The specific dilemmas were developed in 
collaboration with supervisor, team 
manager and service manager after reading 
relevant literature and professional 
guidelines.
a. Hug Based on White (2003)
b. Gift Based on Trust guidelines
c. Attraction Based on White (2003)
d. Phone number Based on Trust guidelines
e. Other staff Based on www.ikidnev.com
f. Own problems Based on Epstein & Simon (1990)
g. Sexual relationship Based on Trust guidelines
h. Lend money Loosely based on Epstein & Simon (1990)
i. Advice outside role Based on Gutheil & Gabbard (1993)
j. Personal life Based on White (2003)
k. Meeting after work Based on Trust guidelines
1. Wedding invitation Loosely based on www.ikidnev.com
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m. Sell Loosely based on Epstein & Simon (1990)
n. Religious beliefs Loosely based on Epstein & Simon (1990)
0. Borrow Based on White (2003)
3. Learning about boundaries Question asked to clarify how staff have 
learnt about boundaries in the past in order 
to identify what can be added or changed in 
the future. Items developed in collaboration 
with service manager and supervisor.
a. Job induction Suggested by service manager
b. Supervision Epstein & Simon, 1990
c. Common sense Suggested by trainee.
d. Observing more experienced 
colleagues
Suggested by trainee.
e. Training course Epstein & Simon, 1990
f. Trust guidelines Trust requirement.
g. Work experience Epstein & Simon, 1990
h. Professional guidelines Professional requirement.
i. As part of professional training White (2003)
j. Other To add any category not covered.
4. Factors creating difficulties Important to know in order to inform future 
guidelines and training. Categories 
developed in collaboration with service 
manager and supervisor.
a. Client for a long time Suggested by trainee.
b. Limits of role Based on Lindsey et al. (2003)
c. Ethnic/cultural diversity Based on Lindsey et al. (2003)
d. Rough time yourself Based on Lindsey et al. (2003)
e. Fear of upsetting Based on Epstein & Simon (1990)
f. Meeting in community Based on Knapp & Slattery (2004)
g. Other To add any category not covered.
5. Responsibility Based on Lindsey et al. (2003)
6. Supervision To audit current level of supervision and 
space for discussing boundary issues
a. Frequency See Supervision
b. Length See Supervision
c. Opportunity to discuss boundaries Based on Lindsey et al. (2003)
d. What could help? See Supervision
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Appendix D. Covering Letter.
Dear colleague,
Locally in . m anagancnt are interested in de\:eloping a training and supervision
protocol to support staff in managing dilemmas that may arise in relation to boundaries 
with clients in their day-to-day work. I am a trainee clinical psychologist currently on 
placement in and have been asked by , Service Manager, to design
and carry out a study to take this forward.
W orking with vulnerable clients -  often with complex mental health problems -  can at 
times present the most experienced staff with dilemmas about where their supporting role 
begins and ends. W ith this in mind we are interested in getting s ta ffs  views on aspects o f  
the relationship between mental health staff and their clients, and w hat helps in managing 
dilemmas that do arise. The information will be used to shape the development o f  a 
training protocol for new staff and guidelines for use locally in on-going supervision. All 
clinical staff in working in day services, in-patient w ards and mental health
teams are being included in thestudy.
The enclosed questionnaire asks for your opinion on specific questions related to the 
boundaries in  relationshipsw ith clients, how you have learned about boundaries and what 
may make it difficult to maintain them. T he questionnaires a re  anonym ous; y o u r nam e 
is not re q u ire d  on the  form . To ensure confidentiality , the com pleted questionna ires 
should be re tu rn e d  to  y o u r m anager in a  sealed envelope (enclosed). ] am the only 
person who will see the completed questionnaires.
Please complete and. return the questionnaire to your m anager by F rid ay  24'*' June . I f  
you have any  questions regarding the questionnaire or would like feedback about tlie 
outcome o f  the study once it is completed, please contact me at 
I f  the questionnaire raises any issues about your work which you would like to discuss 
then please speak to your supervisor or line manager.
M any thanks for your time.
Trainee Clinical Psychologist (working with Dr , Clinical Psychologist)
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Appendix E. Feedback letter from service.
R o y a lÊ l South West London and St.George's
K in g s to n   Mental Health NHS Trust
l^ngston Community Mental Health Team
Guildhall 1 Kingston upon Thames Surrey KTl lEU
Tel: 020 8547 6057 
Fax: 020 8547 6076
httD://vyww.kirioston.oov.iik
29* May 2007
To whom it may concern
Re: Feeding back of results from Small Scale Research Project -  Susanna Waem
“Adult mental health staffs perceptions of boundary issues: comparing qualified and unqualified staff
I am writing to confirm that Susanna Waem presented the results of her small scale research project, 
completed during her adult mental health placement (November 2004 -  September 2005), to the 
CMHT and to a group of managers in the service.
Yours faithfully
D r .
Clinical Psychologist
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Appendix F. Ethical scrutiny form
University of Surrey
P s v c h D C l in ic a l  P s v c ii o l o g v
Service Related Research Project 
Ethical Scrutiny Form
The nature o f  the proposed project is such that, I am satisfied that i t  will not require scrutiny 
by the trust’s ethical committee. ..............
Name o f  Field/Placement Supervisor: 
Signature o f  Field/Placement Supervisor:.... ...
Nam e o f  Trainee; ...........
Title o f  SRRP:   ,
...............
Date;.. 2\ -Q1.0 5
faiips://o«il'ioV2i)03 suricy.«icta;<cxchang<:-pshj4si^yiribox'SRRP Cthics.r>cv.«utCTif ENlUoksJhics dock.3iifiA3tjC-f8CtWa
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Qualitative Research Project
Abstract
Qualitative Research Project
May 2006 
Year 2
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ABSTRACT
Objectives: To explore childless couples’ experiences of owning pets.
Design: A qualitative methodology, Grounded Theory, was chosen as it was deemed the 
most appropriate way of eliciting in-depth, rich data of the experience of pet ownership. 
Verbal accounts were obtained via a focus group interview.
Participants: Four female clinical psychology trainees on a post graduate doctoral course 
were recruited via an email advertisement.
Main Outcome Measure: The focus group was audio-taped and transcribed. The 
transcript was analysed using the qualitative method of Grounded Theory Analysis in 
which concepts were identified and descriptively labelled. The labels were then grouped 
together to form higher-level and lower-level categories. The categories and relationships 
between them were brought together to create a theory for understanding the participants’ 
experience of pet ownership.
Results: Six categories were identified and the relationships between them considered. 
The “relationship with pet” was deemed the central aspect of the theory. This was 
informed by participants’ early experiences of pet ownership as children. The link 
between early experiences and relationship with pets appeared to be mediated by 
personification, i.e. viewing their pets as a member of the family, displaying human 
characteristics. The relationship with the pet comprised of both negative and positive 
aspects relating to emotions, relationships with others and practical considerations. The 
positive aspects worked to strengthen the relationship with the pets. The negative 
aspects, rather than weakening the relationship with their pets, were minimized through 
the employment of defence mechanisms, which served to protect the relationship. Pets 
were identified as a substitute for a child, something to mother.
Conclusions: This study suggests that the relationship one has with a pet is central to the 
experience of pet ownership. The nature of this relationship is determined by an 
individual’s positive early experience of pet ownership and is strengthened by 
personification and granting the pet “human status”.
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ABSTRACT
This study investigated accuracy of risk perception in a population with CVD risk factors 
(hypertension or hypercholesterolaemia) and assessed whether risk perception would 
become more accurate after receiving personalised risk information. In addition, the 
impact of risk perception on medication adherence was studied. A prospective, repeated 
measures design was used, recruiting patients attending their first appointment at a 
hypertension or lipid clinic. 12 participants completed baseline questionnaires and seven 
participants received personalised risk information about their risk of having a myocardial 
infarction (MI) or stroke (based on Framingham risk data) after which they completed a 
second set of questionnaires. The main outcome measure was absolute and relative risk 
perception of having a MI or stroke, compared with actual risk score. Results showed that 
most participants overestimated their absolute and relative risk of having a MI or stroke in 
the next 10 years at baseline. Risk perception shifted towards greater accuracy following 
risk information in participants who overestimated their risk, although they still tended to 
overestimate it. No conclusions could be drawn about participants who underestimated 
their risk due to limited data. Due to the small sample size it can only be tentatively 
concluded that personalised risk information can be an aid in terms of correcting 
inaccurate risk perceptions. In addition, more research is needed to explain why 
overestimated risk perceptions were reduced but not abandoned.
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INTRODUCTION
Heart and circulatory disease (cardiovascular disease; CVD) is the main cause of 
mortality in the UK, accounting for 37% (216,000 people) of all deaths in 2004 (British 
Heart Foundation (BHF) Statistics, 2006). In addition to the cost to the individual, CVD 
has huge financial implications for society and it was estimated that in 2003 it cost the 
UK economy about £14,750 million in health care costs (hospital stays and medication) 
and £6,200 million in production losses due to premature death and loss of work days due 
to ill health (Petersen et al., 2005). With over 2.6 million people in the UK suffering from 
CVD (BHF Statistics, 2006), it is of high importance to gain further understanding of 
psychological factors involved in CVD risk reduction in order to reduce the number of 
people suffering cardiovascular events, that is, myocardial infarction (Ml, i.e. heart 
attack) or stroke.
This introduction will present a review of the literature related to risk perception, health 
behaviours and psychological distress in people with, or at risk of developing, CVD. In 
order to provide a context for the study, it will start by giving a brief explanation of what 
CVD is and provide a short summary of the Framingham Heart Study, which has 
contributed significantly to understanding risk factors for CVD. Following that, a brief 
section on preventing CVD will be outlined and research regarding medication adherence 
in people with CVD will be reviewed. In a discussion about why health recommendations 
from clinicians are not always adhered to, one theory of health behaviour -  protection 
motivation theory (PMT; Rogers, 1983) -  will be reviewed. The impact of psychological 
distress on medication adherence will also be discussed. Leading on from that, a more in- 
depth review of one of the components of PMT -  risk perception -  will be presented. This 
section will discuss previous research investigating people’s accuracy of CVD risk 
perception and the importance of having an accurate perception of risk will also be 
highlighted. Following that, there will be an overview of different approaches to risk 
communication, reviewing evidence of what has been found more effective ways of 
communicating risk. The primary focus here will be on the difference between absolute 
and relative risk. It will also include a brief discussion about ethical issues that arise from
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risk communication. Finally, the development and the rationale for the current study will 
be presented, including the main hypotheses.
The articles reviewed in this introduction will include research on both CVD and CHD 
(coronary heart disease). Originally, guidelines such as the first Joint British Societies’ 
guidelines (1998) only covered management of CHD as that was seen as more amenable 
to change. Subsequently, research tended to focus on CHD. However, since 1998, 
increasing empirical evidence has provided justification for management of CVD, that is, 
both CHD and vascular disease (BHF, 2006). As a result, this study has chosen to focus 
on CVD. Although some more recent studies have been conducted with patients with 
CVD, a substantial amount of research is still focused on CHD, hence a decision to 
include both CHD and CVD research in the literature review.
Cardiovascular disease and its risk factors 
What is cardiovascular disease?
Cardiovascular disease (CVD) is a term covering all diseases of the heart and blood 
vessels. The two most common forms of CVD are CHD (predominantly MI and angina) 
and stroke. CHD and stroke are caused by a blockage in an artery and account for over 
three quarters of all CVD deaths. The risk of developing most forms of CVD depends on 
a range of different factors, such as gender, age, smoking habits, diet, alcohol intake, 
physical activity, obesity, diabetes, blood pressure and blood cholesterol. These factors 
also affect the likelihood of having a cardiovascular event once CVD is established (BHF, 
2006). Whereas some of these factors, such as age, are not possible to alter, others are 
amenable to lifestyle changes and medication. Two such factors are hypertension (high 
blood pressure) and hypercholesterolaemia (high blood cholesterol). 34% of men and 
30% of women in England have hypertension and it has been identified as the most 
prevalent modifiable risk factor for stroke (Williams et al., 2004). Blood cholesterol also 
has a major influence on cardiovascular events. Resent research has found that 46% of 
people under the age of 75 who died from CHD had hypercholesterolaemia (BHF, 2004).
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Framingham Heart Study
Much of what is known about CVD and its risk factors has its base in the Framingham 
Heart Study (FHS; http://www.nhlbi.nih.gov/about/framingham/index.html). a joint 
project between the National Heart, Lung and Blood Institute and Boston University. FHS 
is a longitudinal study that originally aimed to identify factors that contribute to CVD in 
men and women who had not yet developed overt symptoms. The initial recruitment 
started in 1948 and the study is still ongoing. It has so far recruited around 15,000 
participants, covering three generations from the same families. The data collected have 
informed approximately 1,200 scientific papers and have identified CVD risk factors such 
as hypertension, hypercholesterolaemia, smoking, diabetes and physical inactivity.
The data generated in the FHS have led to the development of methods to predict 
individuals’ risk of developing CVD by assessing different risk factors. It has also 
produced comparative norms for different gender and age groups. This risk prediction 
information is used across the Western world, however, it is not without its criticism. For 
example, Brindle et al. (2003) found in an epidemiological study that the risk scoring 
methods derived from FHS, which are based on a US population, significantly 
overestimated the absolute coronary risk for individuals in the UK.
Preventing CVD
In the last decade, guidelines aimed at reducing the risk of developing CVD and reduce 
mortality have been published. In 2000, The National Service Framework (NSF; 
Department of Health) for CHD was published, setting national standards for the 
prevention, diagnosis and treatment of CHD in England. Some of the NSF main goals 
were to support people to make lifestyle changes that can reduce the risk of CHD, for 
example, by introducing specialist smoking cessation clinics. Other goals focused on 
reducing mortality of CHD, for example by improving the speed of response and quality 
of care for people when they suffer a ML The Joint British Societies’ original guidelines 
(1998) covered only the management of CHD, however, new guidelines published in 
2006 comprise the whole spectrum of CVD. The guidelines focus on the importance of
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managing overall risk rather than focusing on single risk factors. They include 
recommendations about target patient groups and cut-off points for treating asymptomatic 
patients. Although these guidelines are important to ensure the best possible management 
of this patient group, the NSF for CHD highlights that the responsibility for reducing the 
burden of CHD does not solely lie with the National Health Service (page 7, paragraph 20 
of Executive Summary).
Despite the possibility of reducing the risk of CVD, the statistics on CVD epidemiology 
and mortality suggest that the issue is more complex than identifying and educating 
patients about risk factors. Guidelines are of limited use if patients do not adhere to 
prescribed medication or make the lifestyle changes that the clinicians recommend. 
Indeed, research has found that many people struggle to adhere to medication and to 
engage in other preventative health behaviours (e.g. DiMatteo, 2004). Health behaviour 
models such as protection motivation theory (PMT; Rogers, 1983) have attempted to 
explain why people engage in health behaviours and this theory will be explored later in 
this introduction. Prior to that, research on medication adherence will be reviewed and the 
impact of depression and anxiety on medication adherence will be discussed.
Medication adherence in people with CVD
In addition to recommendations such as adhering to a low-fat diet, increasing exercise 
levels and reducing smoking, most people with hypertension or hypercholesterolaemia 
are prescribed medication in order to control these conditions and subsequently lower the 
risk of CVD. Commonly prescribed medication in hypertension and hyper­
cholesterolaemia clinics are antihypertensive drugs (for example, beta-blockers and 
diuretics) and statins (lipid-regulating drugs) and they usually prescribed for prolonged 
periods. Although many people with hypertension and hypercholesterolaemia are 
asymptomatic and might not see any immediate benefits from the medication, non­
adherence to medication increases the likelihood of coronary events and stroke (British 
National Formulary, 2007).
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Research has found that medication adherence in people with chronic conditions is low. 
For example, Stockwell Morris and Schulz (1992) reviewed literature published in this 
area and concluded that generally, only 50% of people with chronic diseases adhere to the 
medication that has been prescribed for them, although this ranged from 33 to 94% 
depending on the illness. A more recent meta-analysis of 569 studies found higher 
adherence rates and concluded that the average non-adherence rate was about 25% 
(DiMatteo, 2004). It is possible that the increase in adherence rate in the more recent 
study is due to development of new medications with fewer side effects.
Focusing on people with CVD, DiMatteo’s (2004) meta-analysis found an average 
adherence rate of 76.6% in this population, which is in line with general adherence rates. 
These result might seem fairly satisfying, however, since the analysis included a wide 
range of studies, it is not known how adherence was defined or for what period of time it 
was measured. Researchers have found lower adherence rates in the long term in this 
population. Stockwell Morris and Schulz’s (1992) review suggested that 50% of 
hypertensive patients stopped taking their medication within a year and of those who 
continued, about 1/3 reduced their dose which meant that their blood pressure was not 
lowered sufficiently. Recent research has found similar results. For example, Hong et al. 
(2006) found that 30-60% of hypertensive patients stopped taking their medication after 
one year and after five years, less than 20% of patients were adhering to their medication. 
Stilley et al. (2004) measured medication adherence in adults who were generally healthy 
but had LDL (low density lipoprotein) cholesterol levels of 160mg/dl or higher. 
Adherence was defined as adhering to dose (number of daily doses) and schedule (time 
between doses) at least 80% over a six month period and was recorded by a microchip in 
the medication bottle cap which was activated when the bottle was opened. The results 
showed that only 22.8% of the participants were adherent to dose and schedule 
throughout the study period. Looking at the two components of adherence separately, 
50% of participants adhered to dose and 32.9% adhered to schedule.
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As outlined above, the long-term nature of medication prescribed for hypertension and 
hypercholesterolaemia pose a particular challenge in ensuring adherence. Furthermore, 
Byrne et al. (2005) suggested that it is possible that the lack of medication adherence in 
people with CVD is linked to the relative absence of symptoms. Their sample of 1611 
patients with established CHD reported a low awareness of their condition with 53% of 
the participants rating their health as good, very good or excellent. It could be assumed 
that feeling healthy inspires little motivation to adhere to medication in particular if the 
individual does not perceive that they have any symptoms related to their condition. On 
the other hand, having a high number of symptoms has also been found to compromise 
adherence rates (Stockwell Morris & Schulz, 1992). One possible explanation for this 
apparently paradoxical relationship is that when people notice an increase, or lack of 
decrease, in symptoms, they give up on the treatment. This might be particularly true 
when people suffer from co-morbid depression or anxiety, conditions which are known to 
impact on cognitions as well as behaviours. The relationship between psychological 
distress and medication adherence is of particular relevance to the CVD population as 
depression and anxiety have been found to be predictors of CVD (e.g. Ford & Mead, 
1998; Gallo and Matthews, 2003). The next section will review evidence for the impact of 
depression and anxiety on medication adherence.
Impact of psychological distress on medication adherence
The International Classification of Diseases, 10* Edition (ICD-10, World Health 
Organization, 1990) lists symptoms such as reduced self-esteem, reduced ability to 
concentrate and feeling a sense of worthlessness as common symptoms in people with 
depression. Bearing this in mind, it seems plausible that depression can have a major 
impact on medication adherence. For example, a reduced ability to concentrate might 
mean that advice given by clinicians is not fully attended to and there might be issues of 
remembering to take the medication. The negative thinking in people with depression 
identified by Beck (1976) could also influence people’s view of their future and might 
lead to a sense of hopelessness, which in turn might reduce motivation to engage in health 
behaviours such as taking medication.
133
MRP
Similarly, anxiety has a major impact on cognitions and behaviours. It is associated with a 
wide range of symptoms, such as avoidance, fear of dying or fear of losing control, 
obsessional thoughts and compulsive actions (ICD-10), all of which could influence 
health behaviours such as medication adherence. Indeed, a correlation between depression 
and anxiety and medication adherence has been found (e.g. Stilley et al., 2004) and this 
section will review further research that has been looking at the relationship between 
psychological distress and CVD-related medication adherence.
Depression and medication adherence
Research has found that depression has a negative impact on medication adherence. 
DiMatteo and colleagues (2000) conducted a meta-analysis of 12 studies looking at the 
effects of depression on medication adherence (preventative or treatment related) for a 
range of illnesses. The results revealed that non-depressed patients were three times more 
likely than depressed patients to adhere to medical treatment recommendations. However, 
as only one of these studies looked at cardiovascular medication, results from two recent 
studies focusing on CVD-related medication will be reviewed next.
Bane et al. (2006) researched outpatients in a cardiac clinic receiving medication for 
cardiovascular disease. As a screening tool for depression, they used the Centre for 
Epidemiological Studies Depression Scale (CES-D; Radloff, 1977), where a score of 16 
or more (out of 20) is indicative of symptoms of depression. A chi square analysis found 
a significant association between depression according to the CES-D criteria and non­
adherence with medication. This study did not specify what kind of cardiovascular 
medication was prescribed and it is possible that it included both preventative and 
treatment medication as the client group already suffered from CHD. As a consequence, 
the results might not be directly generalisable to populations receiving preventative 
medication. However, similar results have been found in healthy individuals receiving 
preventative CVD medication. Using a simple linear regression analysis, Stilley et al. 
(2004) found that depression had a medium effect size on medication adherence in people 
who received medication for hypercholesterolaemia.
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Anxiety and medication adherence
Research findings on the impact of anxiety on medication adherence are less consistent 
than that of depression and only a few studies have investigated this relationship. A meta­
analysis of empirical articles looking at medication adherence in people with anxiety 
found no significant effect between anxiety and adherence (DiMatteo et al., 2000). The 
results from the 13 studies analysed varied considerably (effect sizes ranging from -0.64 
to 0.39) with eight of the studies showing a very small or no effect size. Only five studies 
showed a moderate effect size and out of these studies, two showed a positive relationship 
and three showed a negative relationship. This paints a rather confusing picture of anxiety 
as a moderator of medication adherence. A more recent study of cholesterol-lowering 
medication adherence found a small (.16) but significant main effect for anxiety (Stilley 
et al., 2004).
There could be a number of explanations for the inconsistencies in these research findings 
and it is beyond the scope of this introduction to elaborate on this. However, anxiety is a 
wide construct, incorporating a number of distinct disorders which all are associated with 
different cognitions and behaviours (DiMatteo et al. 2000). For example, whereas some 
anxiety disorders might lead to avoidance of taking medication, a person who suffers 
from health anxiety might actually be more likely to adhere to medication than someone 
who does not suffer from anxiety at all, as they might perceive their risk of a 
cardiovascular event as high. This hypothesis highlights the importance of risk perception 
in order to motivate the engagement in health behaviours. Risk perception has been 
considered an important part in a number of models that have been developed in order to 
try to explain people’s health behaviour. The next section will outline one such model -  
the protection motivation theory (PMT; Rogers 1975, 1983; Maddux & Rogers 1983) -  
and will later review research into the relationship between risk perception and health 
behaviours.
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Protection Motivation Theory
Protection Motivation Theory (PMT) was originally developed to explain the relationship 
between fear appeals and attitude change. The PMT suggests that preventative health 
behaviours stem from a combination of two separate cognitive appraisals; the perceived 
threat and the coping factors available to the individual. These faetors are believed to 
arouse “protection motivation” which in turn arouses, sustains and directs activity (see 
Figure 1).
Threat
appraisal
Coping
appraisal
Behaviours
Protection
Motivation
Vulnerability
Severity
Response
effectiveness
Self-efficacy
Figure 1. The main variables of protection motivation theory.
The perceived threat eomponent of PMT comprises two main factors; severity and 
susceptibility. Severity refers to how serious people perceive the event to be and is 
generally measured by statements such as “CVD is a serious condition”. Susceptibility 
refers to how vulnerable people perceive themselves to be to the event, for example “I am 
likely to develop CVD within the next 10 years”.
The coping factors of PMT are beliefs about the ability to cope with and prevent a 
partieular event from happening. Again, this component comprises two main factors. 
Response effectiveness is the belief a person has about whether carrying out an action 
would change the course of the event and is generally measured by statements such as
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“My treatment can affect my CVD”. Self-efficacy, the belief a person has about their own 
ability to carry out a necessary action, was included as a component in PMT in 1983 
(Rogers 1983; Maddux & Rogers, 1983). It has been defined as “[...] beliefs in one’s 
capabilities to organize and execute the courses of action required to manage prospective 
situations” (Bandura, 1995, p. 2). Self-efficacy is often measured by statements such as “I 
have the power to influence my CVD”.
In the original version of PMT, it was assumed that the effects on behaviour would 
increase when the components were combined. For example, it was predicted that 
believing that CVD is a serious condition but that one is unlikely to develop it would not 
arouse enough protection motivation to encourage health behaviours. However, Maddux 
and Rogers (1983) conducted an experimental study focusing on intentions to change 
smoking behaviour and found no significant effect for severity on behavioural intentions. 
Furthermore, a combination of high scores on all the other three factors did not 
necessarily predict high intentional score and the same was found to be true for the 
opposite (i.e. the lowest sum of the scores on the three factors did not produce the lowest 
intentional seore). Instead, they found that people could report high behavioural 
intentions even if their probability score was low if response effectiveness and self- 
efficacy scores were high enough. They also found that strong behavioural intentions 
were reported when high probability scores were combined with either high response 
effectiveness scores or high self-efficacy scores.
Research support for PMT
Two meta-analyses conducted in 2000 provide support for PMT. Floyd et al. (2000) 
found 65 studies that investigated at least one of the key components of PMT and the 
intention or behaviour to prevent a potentially harmful event from happening. Of the 
studies included in the analysis, 66% eovered the area of preventative health behaviours. 
The results supported the theory, that is, increased severity, vulnerability, response 
efficacy and self-efficacy had a significant impact on behavioural intentions or actual 
behaviour. Effect sizes ranged from 0.39 to 0.88, most being of moderate size and self­
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efficacy showed the highest effect size. Floyd and colleagues concluded that PMT is a 
“viable model on whieh to base individual and community interventions” (p. 420).
Similarly, a meta-analysis by Milne et al. (2000) investigated the relationship between 
individual factors of PMT and health behaviours. Their sample was smaller than the one 
used by Floyd et al. (12 studies, 13 individual samples) as they only included studies that 
were an empirieal application of PMT rather than all studies that included variables from 
the PMT. The results were in line with Floyd et al.’s in that all PMT factors were found to 
eorrelate signifieantly with behavioural intentions. The coping variables showed stronger 
assoeiations with behavioural intentions than the threat appraisal variables (r = .29 and r = 
.33 for response efficaey and self-efficacy respectively).
The results from these meta-analyses appear to support a correlation between behavioural 
intentions and the main factors of PMT. However, it is important to note that these meta­
analyses have only looked at the individual factors of PMT, not at the predietive powers 
of PMT as a whole. Hence, this research does not verify the model as such. Indeed, 
research on health behaviour models such as PMT has found that these models can only 
partially predict behaviour. Ogden (2003) reviewed 47 recent studies that were testing 
different social cognitions models (including PMT) and found that the majority of the 
studies found that the results were not consistent with the model they tested.
PMT and CVD
PMT has been applied to a range of health related areas (Rogers & Prentice-Dunn, 1997), 
however, use of PMT in CVD and CHD research is limited. In their meta-analysis of 
PMT variables and health behaviours, Floyd et al. (2000) found that 17% of the studies 
covered exercise/diet/healthy lifestyle, 9% smoking and 6% adherence to medical/ 
treatment regimens, all which are important risk factors for CVD. Although studies like 
these could be helpful in order to understand difficulties in lifestyle changes in people 
with, or at risk of developing, CVD, they eannot be directly linked to CVD. For example, 
for patients who are aware that they are at risk of developing CVD, factors such as dieting
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or exercising might be of more importanee than to someone who is engaging in these 
behaviours to improve their general health.
One exception to the lack of research on PMT and CVD is a series of journal articles by 
Plotnikoff and Higginbotham which investigate the link between PMT and exercise and 
low-fat diet intentions in the general population (1995), patients with CHD (1998) and 
people at high risk of CHD (2002). Their 2002 study focused on exercise behaviour 
change in 800 participants and again, the coping component was most strongly assoeiated 
with intentions (fi = 0.70 for self-effieaey and p = 0.22 for response effectiveness). In 
addition, the coping components were the only components that were positively 
correlated with actual exercise behaviour. Surprisingly, vulnerability was found to be 
negatively eorrelated with exercise behaviour, which was also found in their 1995 study. 
Furthermore, using median splits, the 1998 study found no interaction between severity 
and vulnerability and low-fat diet and exercise intentions and behaviour. Results like 
these have been found before. Rogers and Mewbom’s (1976) experimental study also 
found a negative correlation between risk perception and behavioural intentions but only 
when the recommendations for changes in behaviour were presented as relatively 
ineffective. This suggests that the negative correlation between high levels of risk 
perception and health behaviours could be explained by a feeling of hopelessness.
Summary and conclusions
This part of the introduction has focused on issues related to CVD prevention. A review 
of medication adherence in people with conditions such as hypertension and 
hypercholesterolaemia has shown that it is relatively low, particularly over time. Looking 
at how psychological distress can influence medication adherence, it was found that 
depression had a negative impact on medication adherence whereas there was less clarity 
about the effect of anxiety on medication adherence. The PMT was outlined as a theory 
attempting to explain what factors influence the proeess of choosing to engage in health 
behaviours such as taking medication. Research has found support for each individual 
variable of PMT, however, the coping variables appear to have more influence on
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intentions and behaviours. Does this suggest that people’s perception of their risk of CVD 
is of limited importance when it comes to influencing behaviours? The next part of this 
introduction will provide a more detailed overview of the area of risk perception and 
CVD.
Risk perception
The two components comprising threat appraisal in PMT, that is, the likelihood of the 
occurrence of a negative event and the severity of such event, have also been used to 
define the term risk perception (van der Pligt, 1998). General research in the area of risk 
perception has found that people tend to overestimate risks for events that are unlikely to 
happen whereas events that have a large probability in happening are likely to be 
underestimated (Lichtenstein et al., 1978). For example, more people say they are afraid 
of travelling by aeroplane than travelling by car, despite the fact that a lot more people die 
or get injured in car accidents. It has also been found that when engaging in behaviours 
that people know are regarded a risk to their health, people tend to think that they 
themselves are at a lower risk than other people engaging in the same behaviour. This 
phenomenon has been labelled optimism bias and has for example been found to apply to 
smokers (McKenna et al., 1993).
Perceived risk of CVD
Based on Lichtenstein et al.’s (1978) findings, it could be assumed that since CVD is the 
most common cause of mortality in the UK, the risk of having a MI or stroke would be 
likely to be underestimated. Furthermore, McKenna et al.’s (1993) research suggests that 
people who neglect to change risky behaviours that have been associated with CVD 
would show optimism bias in terms of their cardiovascular risk. Research seems to 
support this hypothesis. A study conducted with a general population sample showed that 
42% of people underestimated their risk of having a MI and only 18% overestimated their 
risk (Avis et al., 1989). Another study using female undergraduates as partieipants found 
support for optimistic bias in terms of developing CHD (Wendt, 2005). However, do 
people who have CVD, or are aware that they are at risk of developing CVD, have a more
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accurate perception of their risk? Both of the above studies were eonducted with healthy 
participants and the results might be explained by the fact that many people might have 
little awareness of the frequency of CVD in the population or the risk factors related to it.
The number of studies investigating accuracy of risk perception in people with, or at risk 
of, CVD is very limited and the results show a mixed pieture. Broadbent et al. (2006) 
investigated whether patients who had suffered a MI had an accurate perception of their 
risk of a future cardiac event. 79 participants completed questionnaires about their risk 
perception and the results were eompared with an objectively calculated risk score. No 
correlation was found between the perceived risk and the risk score and almost as many 
people underestimated their risk as overestimated it.
Frijling and eolleagues (2004) used a visual analogue scale (VAS) ranging from 0-100% 
to assess perceived absolute risk of MI and stroke in a sample of patients with diabetes or 
hypertension who were considered to be at moderate to high risk of a cardiovascular 
event. The perceived risk was compared with a risk score calculated using Framingham 
risk functions. The results showed that 68.3% of the patients overestimated their risk of 
having a MI and 75.7% overestimated their risk of having a stroke. Only 1.5% and 2.0% 
of patients were reported to accurately predict their risk of having a MI or stroke 
respectively. However, sinee only an exact match between the VAS rating and the 
Framingham risk score was considered as being aecurate and the level of aceuracy was 
reported in clusters (1-20% over/underestimation and above 20% over/underestimation) it 
is not know if several participants were scoring close (for example, within 5%) to their 
actual risk score. Due to the sensitivity of the VAS, a minute (1 mm) deviation from the 
target would qualify as an overestimation or underestimation. However, despite this 
stringent measurement of accuraey, it is worth noting that around 45% of participants 
were found to overestimate their risk with over 20%.
To conclude, people who have, or are at risk of developing, CVD are more likely than 
people from the general population to overestimate their risk of a cardiovascular event. It
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is possible that this is due to their knowledge of the risks of cardiovascular events and 
their familiarity with risk factors associated with CVD. Nevertheless, there is great 
variation in risk perception in this population and overall, people seem to have difficulties 
in accurately estimating their level of risk. The next section will discuss why it is 
important to have an accurate sense of risk perception.
Why is it important to have an accurate sense of risk perception?
Having a realistic perception of one’s risk of developing CVD is important sinee 
perceptions that are too optimistic may lead to a false sense of security and a lack of 
motivation of making lifestyle changes (Emmons et al., 2004). On the other hand, 
Broadbent et al. (2006) emphasised that it is important that patients who suffer from, or 
are at risk of, CVD have an aecurate perception of their cardiovaseular risk in order to be 
able to make informed decisions regarding treatment and lifestyle ehanges. Over­
estimating one’s risk might lead to unnecessary preeautionary behaviours, some of which 
may have negative consequences, such as side effects of unnecessary medication.
Overestimating one’s risk may also lead to worry and might have implications in terms of 
psychological well-being (Emmons et al., 2004). Broadbent et al. (2006) found in their 
study looking at 79 patients with acute MI that patients who overestimated their risk were 
more anxious than other patients. Although it is not possible to ascertain the direction of 
the relationship in this study, a longitudinal study investigating the relationship between 
risk information and worry related to breast cancer found a small effect for level of 
relative risk perception predicting worry (Lipkus et al., 2005). It is also possible that 
believing that one is of high risk of an adverse event could lead to a sense of 
hopelessness.
Defining accuracy
As discussed above, accuracy of risk perception could be important for a number of 
reasons. However, despite it’s potential importance there seems to be no clear definition 
of accuracy of risk perception and different researchers have used different criteria for
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defining it. The approach used by Frijling et al. (2004) was diseussed in detail above. This 
group of researehers only rated risk perception scores that exactly matched their actual 
risk scores as accurate. However, other researchers have been more flexible in their 
definition of accuracy. For example. Avis et al. (1989) used a risk equation (which 
included Framingham risk data) to assign people an individual risk ratio with 1.0 being 
average risk for their age, gender and ethnie group. Participants were deemed to below 
average risk if their risk ratio fell below .75, to be at average risk if their risk ratio fell 
between .75 and 1.25 and above average risk if the risk ratio was above 1.25. This was 
then compared with their relative risk perception to establish accuracy. Broadbent et al. 
(2006) caleulated accuracy of absolute risk by subtraeting the risk perception seore 
(derived from a 11-point Likert scale asking about perception of having a heart attaek 
over the next 12 months) from their TIMI (Trombolysis in Myoeardial Infaretion) risk 
scores. This created an approximately normal distribution and the sample was 
subsequently divided into three equally sized groups which were categorised as 
underestimating, aceurate or overestimating risk.
It appears from the research investigating aecuracy of risk pereeption that accuracy is a 
subjective concept, determined by the researcher. As diseussed above, having an aceurate 
sense of risk perception could be important, however, drawing conclusions regarding the 
impact of accuracy is more difficult when different criteria for aceuracy has been used in 
different studies.
Summary and conclusions
This section has focused on people’s accuracy in estimating their risk of developing CVD 
or having a cardiovascular event. It was concluded that a majority of people do not have 
an accurate sense of risk and that people who are healthy tend to underestimate their risk 
whereas people with CVD have more of a tendency to overestimate their risk. The 
different approaches taken by different researchers in order to define accuracy were 
discussed. It was suggested that it is important to have an accurate sense of risk since 
underestimating one’s risk could lead to a failure to engage in important health
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behaviours whereas overestimating one’s risk might lead to increased worry and a sense 
of hopelessness. It is therefore vital to ensure that when risk information is given, it is 
communicated in a way that eneourages aecurate perception. The next section will review 
the area of risk communication and discuss ways in which risk perception ean be 
influenced.
Risk communication
The importance of an aceurate perception of risk was discussed above. How risk is 
communicated can have a major impact on how people reaet emotionally as well as 
behaviourally. Therefore, when choosing how to present risk information to people, the 
aim of the risk communication must be elear. As discussed earlier, a sense of low risk ean 
have a negative impact on health behaviours and some people have argued that since the 
goal of risk communieation is to promote the welfare of the individual, risk 
communications that increases risk perception should always be preferred (e.g. Sunstein 
& Thaler, 2003). However, Edwards et al. (2001) point out that using risk communication 
to achieve a desired change in the behaviour of a patient is unethical if the patient has 
been manipulated into the decision. Instead, they argue that the goal of risk 
communication should be to facilitate informed choice by the patient and increase patient 
autonomy. As a result, they promote carefulness in using potentially powerful 
manipulations. This section will review evidence for different forms of risk 
communication. It will outline the impact of personalised risk information, the use of 
graphs and figures to communicate risk and the use of numbers versus deseriptive 
terminology. However, it will start by diseussing one of the most debated and researched 
areas of risk communication: The use of absolute versus relative risk information.
Absolute versus relative risk
The differenee in people’s pereeption after they receive absolute or relative risk 
information is an area that has been extensively researched (e.g. Harris & Smith, 2005). 
Absolute risk is the likelihood (generally presented as a percentage) that a person will 
develop a specific illness within a specified time frame. Relative (or comparative) risk is
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the comparison of an individual’s risk of developing a specific illness to that of other 
individuals in a referenee group. For example, a person might have a 10% risk of having a 
cardiovaseular event over the next 10 years (absolute risk) and this might be twiee as 
likely as someone else of that person’s age and gender (relative risk).
Absolute and relative risk perception is not necessarily correlated. People might estimate 
their risk as low but still think it is higher than that of other people or vice versa. In an 
experimental study, Klein (1997) found that people who were told that their absolute risk 
was 60% but below average were more content than people who were told that their risk 
was 30% but above average, suggesting that their perception of risk was higher in the 
second condition. Although this was an experimental study where partieipants were given 
hypothetical scenarios, it gives a good indieation of how the presentation of risk 
information ean have a major impaet on how people perceive it.
A number of studies have concluded that relative risk information regarding treatments or 
tests appears much more “persuasive” than the corresponding absolute risk (see Edwards 
et al., 2001, for an overview). This is perhaps not surprising sinee if the average risk for 
an illness is 2% over 10 years, an absolute risk of 4% would eorrespond to a relative risk 
of twice as much, or 100% increased risk. There is disagreement about whether absolute 
or relative risk should be given to people when making treatment ehoiees. For example. 
Paling (2003) promotes the use of absolute numbers rather than relative risks, whereas 
Edwards et al. (2002) suggest that both absolute and relative risk formats should be used 
in order for people to get an aecurate sense of their risk whilst encouraging people to 
engage in health behaviours. The later approach is supported by research by Emmons and 
colleagues (2004) who found that presenting both absolute and relative risk information 
to the general population about their risk of developing colon cancer led to significantly 
improved risk perception.
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Absolute and relative risk information and CVD related health behaviours 
Whether absolute or relative risk information is given to people can significantly impact 
subsequent health behaviours. Hux and Naylor (1995) presented 100 outpatients with a 
hypothetical scenario of initiating lipid-lowering and anti-hypertensive medication. The 
patients were led to believe that they were given information about the effectiveness of 
three different drugs. In faet, the information was the same for all three drugs but 
presented in different formats (absolute risk, inverted absolute risk and relative risk). The 
results showed that people were significantly more likely to accept medieation when the 
effectiveness was presented in a relative risk format eompared to absolute risk and 
inverted absolute risk (88% for relative risk versus 42% for absolute risk for the lipid- 
lowering medication and 89% for relative risk versus 46% for absolute risk for the anti­
hypertensive medieation).
Misselbrook and Armstrong (2001) found similar results in their study investigating 
whether patients with or without mild hypertension would aceept treatment for an 
unidentified stroke risk factor. Overall, people who were given relative risk information 
about the effectiveness of the treatment were more likely to eonsent to treatment than 
people who were given absolute risk information, although in this case the differenee was 
not as great as in Hux and Naylor’s study (92% for relative risk information vs. 75% for 
absolute risk information). A Mann-Whitney U-test showed that people with mild 
hypertension were more likely to accept treatment than people without hypertension. This 
suggests that people who are at risk for an illness might be more susceptible to 
manipulations of risk information than healthy populations.
As seen above, relative risk seems to motivate health behaviours more than absolute risk, 
however, little research has looked at the psychologieal impact of receiving absolute 
versus relative risk information. Klein (1997) found that relative risk information made 
people more content if it was presented as below that of their peers (regardless of absolute 
risk) and vice versa. Lipkus et al. (2005) found in their study on breast cancer and worry 
that relative risk and not absolute risk predicted subsequent worry. However, to the
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knowledge of the author, no research has to date looked at psychological impact of risk 
communication in patients with, or at risk of developing, CVD. This area of research is of 
importance sinee information that generates high levels of worry or hopelessness might 
further worsen the prognosis of CVD.
Personalised risk information
Rather than presenting people with information about general risk levels in a population, 
information that is specifieally relevant to the individual has been found to be more 
influential (Edwards et al., 2002). A review looking at the effects of providing 
personalised risk information (in this ease biomarker feedback, i.e. biologieal indices of 
disease) suggested that people who were presented with this kind of information reported 
higher motivation to change (MeClure, 2002). This review included three studies using 
cholesterol levels as feedback and out of the two studies that compared a group who were 
informed about their cholesterol levels to a control group, one study found no effect for 
the personalised risk information whereas the other two did find an effect.
Investigating whether personalised risk information can change inaccurate risk 
perceptions, Emmons et al. (2004) found that presenting people with personalised risk 
information about colon cancer led to improved accuracy of risk perception. However, 
Rothemund et al. (2001) studied women at high risk of breast caneer and found that 
although risk pereeption was corrected following personalised risk information, it was 
still significantly inaccurate.
Although personalised risk information might not always lead to accurate risk perception, 
most research has found some positive effeet of providing people with personalised risk 
information. However, little research has investigated personalised risk information 
related to a CVD population and again there appears to be no research published that has 
investigated the emotional impact of receiving personalised risk information.
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Using graphs and figures to communicate risk
The use of graphs and figures in order to facilitate understanding of risk information is 
recommended by many experts in the field of risk communication (e.g. Paling, 2003) and 
simple bar charts seem to be preferred to any other form of display of quantity. A review 
by Edwards et al. (2002) eoneluded that the effectiveness of risk communication is 
increased when graphical displays are used. However, Greenwood et al. (1992) found no 
signifieant difference in intention to change behaviour between a group that was given 
numerical information and one that was provided with a graph in addition to numbers. It 
is possible that the design of the graph as well as the clarity of the numerical information 
influence whether a graph adds to the effectiveness of the risk communication.
Numbers or descriptive terminology?
Many people do not understand basie mathematieal concepts used in risk communication 
and are more familiar with verbal expressions of risk such as “very likely” or “large risk” 
(Weinstein et al., 2004). Despite this, Edwards et al.’s (2001) review of whether verbal or 
numerical risk information had the greatest impact on accuracy of risk perception found 
that people who were given numerical information showed higher levels of accuracy. 
However, it is important to note that this review only included two studies, hence more 
researeh is needed to validate this finding. Paling (2003) suggests that if descriptive 
terminology is used, it should be elaborated upon by providing estimated numbers.
Summary and conclusions
This section has outlined a number of different strategies that can be used in order to 
communicate risk and subsequently improve risk perception and encourage health 
behaviours. It has been highlighted that in order for patients to make an informed choice 
about their treatment and engagement in health behaviours, risk communication should 
not aim to maximise risk perception, but should aim to generate an accurate sense of risk.
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The development of the current study
In order to reduce CVD in the UK, more understanding of what motivates people to 
engage in preventative health behaviours is needed. This introduction has highlighted the 
importance of having an accurate sense of risk perception in order to maximise 
motivation to engage in preventative health behaviours, minimise psychological distress 
and to make informed treatment choices. Despite this, few studies have looked at the area 
of risk perception in people with, or at risk of developing, CVD. In addition, although it 
the knowledge of risk communication is fairly substantial, few studies have investigated 
whether strategies that are available to improve the communieation of risk can improve 
patients’ understanding of risk (Broadbent et al. 2006).
The current study was developed as a response to the lack of research in the area of risk 
perceptions and impact of risk communication in patients with hypertension or 
hypercholesterolaemia at risk of developing CVD. The main aims of the study are to gain 
an understanding of how this population perceive risk and assess whether presenting 
people with risk information based on the prineiples of risk eommunication reviewed in 
this introduction will have an impact on people’s risk perception. It will also investigate 
whether risk perception has an impact on medication adherence. Factors such as 
depression, anxiety and the components of PMT will be taken into account when 
analysing the data.
Hypotheses
In line with the research evidence presented in this introduction, the main hypotheses that 
will be investigated in this study are:
1) Partieipants will make inaccurate estimates of their risk of having a cardiovascular 
event before receiving personal risk information and more participants will 
overestimate rather than underestimate their risk.
2) Participants will have a more accurate perception of their risk of having a heart 
attack or stroke after receiving personal risk information than before receiving 
such information
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3) Medication adherence will be predicted by:
a. An accurate sense of risk
b. A high sense of self-efficacy
c. A high degree of perceived severity of the condition
d. High perceived response effectiveness
e. Low levels of depression
f. Anxiety levels (directionality not known)
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METHOD
Design
The research used a prospective, repeated measures design. In order to establish accuracy 
of risk perception and identify the impact of risk communication, questionnaires were 
administered after two separate clinic visits, before and after receiving personalised risk 
information.
Participants
Five doctors working at two Hypertension Clinics agreed to recruit participants for the 
study and provide them with personalised risk information. Together they would see on 
average eight new referrals per week. Estimating a 50% uptake rate, it was calculated that 
about 16 participants could be recruited per month. Patients attending the clinics were all 
out-patients and had been referred for specialist treatment, primarily by their GP. All 
patients had a diagnosis of hypertension and/or hypercholesterolaemia. Following 
inclusion and exclusion criteria was applied:
Inclusion criteria
• All patients attending the clinic for the first time
Exclusion criteria
• Patients that had suffered a heart attack or stroke, or who had other clinical 
evidence of established atherosclerotic or other cardiovascular disease as such 
patients are by definition at 100% risk.
• Patients who required an interpreter (due to financial constraints).
• Patients with a diagnosis of Alzheimer’s disease or any other form of dementia as 
any changes in perception of risk could not reliably be attributed to the risk 
information.
• Patients for whom the information might have had a detrimental effect on their 
well-being, as judged by the clinicians.
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A power analysis was conducted in order to decide the sample size. As there were no 
previous studies to base the calculation on, it was performed using a formula and table for 
one-sample t-test published in Howell (1992). With (3 = 0.8, a = 0.05 and d = 0.5 
(medium effect size), the sample size was calculated as 32.
Recruitment started at the two Hypertension Clinics in November 2006. However, as only 
one of the five doctors had recruited participants by January _2007, two other doctors 
working in a Lipid Clinic were approached about recruiting participants for the study. 
Recruitment at the Lipid Clinic started in March 2007, however, only three patients were 
approached about participating in this clinic. In order to maximise the number of 
participants in the study, recruitment was extended until July 2007.
Out of the new referrals to the clinic, five patients were deemed by the clinicians to be 
unsuitable for participating in the study due to the complexity of their medical problems. 
In addition, eight participants were not recruited due to difficulties with the English 
language. 21 patients were approached about participating in the study and 12 gave their 
written consent and completed the first set of questionnaires, giving a 57% response rate. 
One participant disengaged from the clinic before the second appointment. Seven 
participants attended their second appointment, were given personalised risk information 
and completed a second set of questionnaires within the timeframe of this study.
Measures
The measures were initially developed for hypertensive patients, hence using the word 
“high blood pressure” in the Demographics questionnaire, the Revised Illness Perception 
questionnaire and the Medication Adherence Rating Scale (see below for an outline of 
these measures). However, following recruitment difficulties and the inclusion of the lipid 
clinic as a response to these difficulties, the word “high blood pressure” was replaced by 
“high blood cholesterol” for the above questionnaires used in the lipid clinic.
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Demographics
Collecting demographic information was deemed to be important in order to establish the 
range of participants included in the study. Additionally, CVD statistics and previous 
research suggest that demographic factors could potentially have an impact on many of 
the outcome measures. For example, the difference between men and women in terms of 
the incidence and mortality of CVD (as outlined by Fodor and Tzerovska, 2004) might 
have an impact on risk perception. Another study found a difference in risk perception 
between a US and UK sample, suggesting a potential influence of culture and/or ethnicity 
(Harris & Smith, 2005). Furthermore, age has previously been found to be related to 
perceived absolute risk (Frijling et al., 2004). Although no hypotheses were made with 
regards to demographic factors, these would potentially need to be controlled for in some 
analyses.
The Demographics questionnaire was created specifically for the study, containing 
commonly asked questions about gender, ethnicity, age, etc. (Appendix A). The ethnicity 
question was formatted according to the census question by the Commission for Racial 
Equality fwww.cre.gov.ukV The questionnaire also included a question on financial 
impact of paying for medication as this may have a major impact on medication 
adherence, as well as a question about time since diagnosed with 
hypertension/hypercholesterolaemia. This questionnaire was completed at baseline.
Risk Perception (1) and (2)
Risk Perception (1) and (2) were developed for the study in order to assess risk perception 
before and after receiving risk information (Appendix B and C). The questions were 
based on the information that would be generated in the risk calculation that would be fed 
back to the patient as well as discussions with clinician and research supervisor.
Risk Perception (1) consisted of four questions about absolute risk of having a heart 
attack and stroke in 1 or 10 years and was completed at baseline:
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• How likely do you feel it is that you will have a heart attack in the next year?
• How likely do you feel it is that you will have a stroke in the next year?
• How likely do you feel it is that you will have a heart attack in the next 10 years?
• How likely do you feel it is that you will have a stroke in the next 10 years?
The response format was a 5-point Likert scale using verbal descriptions of risk (Very 
unlikely, Unlikely, Unsure, Likely and Very likely), as research in the area of 
measurement research has found five or seven categories to be the optimal number of 
scale divisions (Diefenback et ak, 1993).
The next question asked about relative risk:
• Compared to other people your age and gender, what do you think your risk is o f 
having a heart attack or stroke?
Again the response format was a 5-point Likert scale (Much higher, A bit higher. The 
same, A bit lower. Much lower).
The questionnaire also contained two open questions where people were asked to estimate 
(in percentages) their risk of having a heart attack or stroke:
• What do you think your risk is o f having a heart attack or stroke in the next 10 
years (in %)?
• What do you think the risk is for other people your age and gender o f having a 
heart attack or stroke in the next 10years (in %)?
Risk Perception (2) was completed after the participants had received the personalised 
risk information. The first page contained the same questions as Risk Perception (1) 
however, rather than asking about their perception of other people’s risk, it asked directly 
about their relative risk perception:
• Compared to other people your age and gender the general population, how much 
more likely do you think you are o f having a heart attack or stroke in the next 10 
years?
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The second page of Risk Perception 2 contained questions about the personalised risk 
information given in the second appointment. Following areas were covered:
• Comprehensibilitv: How easy was it to understand the risk information you 
received in your appointment?
• Worrv: Were you worried by the risk information you received in your 
appointment?
• Subjective perception of risk awareness: Did the risk information you received in 
your appointment make you think differently about your risk o f having a heart 
attack or stroke?
• Behavioural consequences: Did the risk information you received in your 
appointment affect your motivation in terms o f changing your lifestyle? Do you 
intend to follow the clinical advice given in the appointment?
In addition, space for comments was included. The additional questions were developed 
following reading relevant literature and discussing with research supervisor and 
clinician.
Hospital Anxiety and Depression Scale
The Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983 is a 14- 
item self-report inventory consisting of seven anxiety items and seven depression items 
(Appendix D). Responses are rated on a four-point scale. The HADS was designed to 
detect levels of anxiety and depression in general medical populations by not including 
anxiety and depression symptoms that are common in physical illnesses (such as 
dizziness and headaches). It was completed at baseline and follow-up.
Zigmond and Snaith (1983) found the HADS to have good face validity, concurrent 
validity (correlations of 0.54 for anxiety and 0.79 for depression), criterion validity (no 
significant correlation between anxiety and depression scores) and internal consistency. 
The HADS has been extensively used in a range of health care settings and subsequent 
research on its psychometric properties have supported Zigmond and Snaith’s findings 
and concluded that the HADS is a valid measure for screening of anxiety and depression
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in non-psychiatric populations. For example, a literature review of the HADS found that 
Chronbach’s alpha coefficient of internal consistency varied between .68 and .93 (mean 
.83) for the anxiety subscale and .67 and .90 (mean .82) for the depression subscale (e.g. 
Bjelland et al., 2002). The same review found moderate to high correlations between the 
HADS and other measures of depression and anxiety, for example, .62 to .73 between 
Beck Depression Inventory (BDI; Beck & Steer, 1987) and .64 to .81 between 
Spielberger’s State-Trait Anxiety Inventory (STAI, Spielberger et al., 1970). Roberts et 
al. (2001) found satisfactorily test-retest reliability with a cardiac population (over an 8- 
week period), with a coefficient of .78 for the total HADS score.
Revised Illness Perception Questionnaires (IPQ-R)
To the knowledge of the author, there is no validated questionnaire specifically developed 
to measure the components of protection motivation theory (PMT). However, three of the 
subscales of the IPQ-R (Moss-Morris et al., 2002) -  Consequences, Personal Control and 
Treatment Control -  comprise questions that map onto three of the factors of the PMT; 
Severity of the Illness, Self-Efficacy and Response Effectiveness.
The IPQ-R is a quantitative measure of the five components of illness representation as 
identified in Leventhal’s self-regulatory model (e.g. Leventhal et al. 1997), however, as 
confirmed with one of the authors of the IPQ-R (J. Weinman, personal communication^ 
May 2006) subscales of the IPQ-R can be used independently. The three subscales used 
in this study comprise a total of 17 questions with a five-point Likert scale response 
format (Appendix E). The word “illness” was replaced with “high blood pressure” or 
“high blood cholesterol” as recommended by the authors (www.uib.no/ipq/files/Using% 
20and% 20Scoring%20the%20IPQ-R.docV The questionnaire was completed at follow-up.
In terms of validity, the IPQ-R has been found to have sound discriminant, known group 
and predictive validity (Moss-Morris et al., 2002). In addition, the IPQ-R has 
demonstrated good internal reliability (see Table 1 for Chronbach’s alpha for the
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subscales used) as well as an acceptable level of test-retest reliability (correlations 
ranging from .46 to .88 over a three week period).
Table 1. Internal reliability for the subscales used
Subscale A
Consequences .84
Personal control .81
Treatment control .80
Medication Adherence Rating Scale
The Medication Adherence Report Scale (MARS-5, developed by Home & Weinman, 
cited in Senior et al., 2002) is a 5-item self-report questionnaire measuring different 
aspect of adherence (Appendix F). The maximum score of the scale is 25 and this is 
required for a participant to be regarded as “adherent”. The MARS-5 has good face 
validity and Senior et al. (2002) found that it had good discriminant validity for 
distinguishing between adherent and non-adherent participants.
Risk communication feedback form
The risk feedback form was devised specifically for the study and was developed 
following a review of the literature of the area of risk communication as well as 
consultations with a clinician and the research supervisor (Appendix G). It was also a 
priority to ensure that the form would be useful to the clinic. The form consisted of 
following parts:
1) Risk zone -  “traffic lights” colour categories (green, yellow, red) based on the 
Proposed Joint British Societies' Cardiovascular Disease Risk Prediction Chart 
twww.bhsoc.org/Cardiovascular Risk Prediction Chart.stml
2) Absolute risk of having a heart attack or stroke in the next 10 years -  presented as a 
bar chart, with an additional bar representing the risk of a person of the same age and 
sex at average risk. The risk was calculated by the doctor using the Joint British 
Societies' Cardiac Risk Assessor Computer Program, which is based on Framingham 
risk data twww.bhsoc.org/resources/risk.xls). The result was multiplied by 1.3 in
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order to get cardiovascular risk. The comparative data was gathered from the 
Framingham Coronary Disease Risk Prediction Score Sheet Based on Total 
Cholesterol Level for men twww.nhlbi.nih.gov/ahout/ffaminsham/risktmen.ndf) and 
women twww.nhlbi.nih.gov/about/framingham/risktwom.ndf).
3) Relative risk -  this was calculated by dividing the personal risk score calculated 
above with the average risk score. This score was presented in numerical form, for 
example, 4 times greater risk.
4) Recommendations -  doctor’s advice on changes in health behaviours in order to 
reduce risk. This would include things such as changes in diet, adhering to 
medication, exercise, reduce/stop smoking and losing weight.
Ethical approval
Ethical approval for the study was given by Lewisham Local Research Ethics Committee 
(University Hospital Lewisham) in September 2006 (Appendix H). An amendment was 
submitted in February 2007, which was approved on the 6* March 2007 (Appendix I). In 
addition, the University of Surrey Research Ethics Committee gave their consent for the 
study (Appendix J), as did the NHS Trust Research and Development Committee 
(Appendix K).
Procedure
Participants were approached about participating in the study in their first appointment at 
the hypertension or lipid clinic. They were given a brief summary about the study by their 
doctor and asked to sign a form stating whether or not they consented to being contacted 
about the study (Appendix L). Patients who expressed interest in participating in the study 
were given a pack with the patient information sheet (Appendix M), consent form 
(Appendix N), the initial questionnaires (Demographics, HADS and Risk Perception 1) 
and a freepost envelope addressed to the researcher. The consent to be contacted forms 
were kept in the clinic and collected by the researcher on a regular basis. Patients who 
had indicated on their consent to be contacted form that they wished to speak to the 
researcher before deciding whether to participate were contacted over the phone. If
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questionnaires had not been returned within four weeks of the initial appointment, the 
patient was contacted via letter or telephone call (as indicated by the participant on the 
consent to be contacted form) to confirm whether they wished to participate.
The clinicians were informed of which patients were participating in the research and 
when these patients came for their follow-up appointment (generally 6-8 weeks after the 
initial appointment), they were given written and verbal information about their risk of 
having a heart attack or stroke in the future. The patients were invited to take the risk 
information sheet home with them and a copy was kept in the patient’s file. The clinician 
would notify the researcher that the feedback had been given and the researcher would 
send the second batch of questionnaires to the patient (Risk Perception 2, HADS, IPQ-R 
and MARS). If not returned within four weeks, the participant would be contacted (see 
Figure 2 for a flow chart of the research process).
Statistical Analyses
Statistical analyses of the data were conducted using SPSS (Statistical Package for the 
Social Sciences) for Windows, version 14. All entry of data was double checked prior to 
analysis. Missing data on the HADS was dealt with as recommended by the publisher 
twww.nfer-nelson.co.uk/health and psvchologv/resources/hospital anxietv scale/faqs.asp?css=D, 
that is, inferring the score by using the mean of the other scores in cases with no more 
than one missing data point on any one HADS scale. Subscales of the IPQ-R were also 
prorated in this way, in accordance with instructions by the authors 
('www.uib.no/ipq/files/Using%20and%20Scoring%20the%20IPO-R.doc). For the risk 
perception questions and demographic questions, cases of missing data were excluded 
test-by-test in order to maximise the use of the data.
As a result of the small sample size, it was not possible to perform many statistical 
analyses. Where analysis was possible, non-parametric tests were chosen due to the 
nature of the data (nominal and ordinal level of measurement) and the sample size. 
Subsequently, the data was not checked for normal distribution, skewness or kurtosis. In
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order to examine correlations between variables, Kendall’s tau was used in order to 
maximise the use of the data available (Field, 2005). Wilcoxon signed rank test was used 
to examine changes in scores between the two instances of data collection. Where 
categorical data was used, Fisher’s exact test was used as the expected count for each cell 
was less than five.
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QUESTIONNAIRES 
NOT RETURNED/
NO -►
YES
QUESTIONNAIRES
RETURNED
QUESTIONNAIRES 
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YES
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RETURNED
No more contact
Completion of 
involvement
Consent to be 
contacted gained?
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via telephone or 
letter
Patient contacted 
via telephone or 
letter
Patient contacted 
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letter
Second batch of 
questionnaires sent
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returned within 4 weeks?
Patient approached by doctor 
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Risk information given 
by the doctor in the 2nd 
appointment
Batch of questionnaires + 
consent form returned 
within 4 weeks?
Batch of questionnaires, 
patient information sheet 
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Figure 2. Flow chart of the research process.
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RESULTS
Demographics
Seven men and five women participated in the study. Ages ranged from 29 to 71 years 
with a mean age of 52.75 (SD 14.93) and a median age of 53. Seven of the participants 
were White British, three were of Black African origin and two were of mixed ethnicity 
(White/Black African and White/Black Caribbean). Eleven participants were recruited 
from the Hypertension clinic and one participant was recruited fi*om the Lipid clinic.
Participants’ occupations were classified according to the Standard Occupational 
Classification 2000 (SOC; Office for National Statistics) and are shown in Table 2.
Table 2. Participants’ occupations.
Occupational group* No. of 
Participants
Professional occupations 1
Associate professional and technical occupations 2
Administrative and secretarial occupations 3
Personal service occupations 2
Sales and customer service occupations 1
Elementary occupations 2
*Full-time students not included
Four people were retired (last profession before retirement was coded for these 
participants), two were part-time students and one was a full-time undergraduate student. 
Participants’ educational level is reported in Table 3.
Table 3. Participants’ level of education.
Educational level
No. of 
participants
School certificate 1
GCSE/O-levels 3
A-levels 3
Degree 1
Postgraduate degree 3
Other (Diploma) 1
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Ten participants provided information about the duration of their hypertension/ 
hypercholesterolaemia and duration ranged from three months to 16 years and three 
months. The average duration of illness was five years and six months (SD = 70.88 
months) and the median was two years and six months. A significant correlation was 
found between age and duration of illness (i = .822, N = 10,/> < .01, two-tailed).
Risk perception 
Absolute risk perception
The participants’ absolute risk perceptions prior to receiving the risk information are 
shown in Table 4 (N = 12).
Table 4. Risk perception of having a heart attack or stroke before receiving risk information.
Heart attack 
in 1 year
Stroke in 
1 year*
Heart attack in 
10 years*
Stroke in 
10 years*
Very unlikely 4 4 0 1
Unlikely 4 3 5 3
Unsure 4 4 4 6
Likely 0 0 2 1
Very likely 0 0 0 0
*Missing data for one participant
One person provided different risk ratings for having a MI and having a stroke in the next 
year and three people provided different risk ratings for having a MI and having a stroke 
in the next 10 years. In all cases, the risk of having a stroke was rated as lower than 
having a MI.
Initial risk perception of having a stroke in the next ten years was positively correlated with 
duration of hypertension/hypercholesterolaemia (x = .545, N = 10,/? < .05, two-tailed) as 
well as age (x = .554, N = \ \ ,p  < .05, two-tailed). No significant correlation was found 
between duration of hypertension/hypercholesterolaemia and ratings of having a MI in 
ten years time (x = .476, N = 10, n.s.). However, a trend was noted between age and 
perception of having a MI in ten years time (x = .559, N = 11, jp = .074, two-tailed) and this 
trend would have been significant had the test been one-tailed.
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Seven participants estimated their own risk of having a heart attack or stroke in the next 
10 years in percentages and the responses ranged from 5% to 75% (mean = 30.57, SD = 
27.43). Fisher’s exact test was used to investigate whether there was a relationship 
between participants educational level (divided into “up to GCSEs” and “A-levels and 
above”), age (as split in half into “younger” and “older” participants) and whether they 
gave a percentage rating or not. No significant relationship was found between these 
variables (Fisher’s exact test = .293, N = 12, n.s. and Fisher’s exact test = .242, N = 12, 
n.s. respectively).
Relative risk perception
Participants’ responses to the question “Compared to other people your age and gender, 
what do you think your risk is of having a heart attack or stroke?” is shown in Figure 3 (N 
= 12). Half of the participants thought they were at a bit higher risk than other people 
their age and gender.
I
Much A bit The same Much
lower bwer
Figure 3. Relative risk perception of having a MI or stroke in the next ten years.
Eight participants provided estimates (in percentages) for the risk of other people their 
age and gender of having a MI or stroke in the next ten years. Responses ranged from 4% 
to 75% (mean = 33.22, SD = 27.4). No correlation was found between individuals’ 
perception of average risk and the actual average risk for people their age and gender (x = 
.114, N = 9, n.s., one-tailed).
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The baseline relative risk perception score was calculated by dividing the person’s own 
perceived risk with the risk they believed other people had of having a heart attack or 
stroke in the next ten years. These calculated scores ranged from 60% lower risk to 150% 
higher risk (mean = + 30.92, median = + 25, SD = 70.42, N = 7).
Accuracy of risk perception
Nine participants had a personal risk score for having a MI or stroke in the next 10 years 
calculated for them by their doctor. Their 10-year absolute risk of having a heart attack or 
stroke varied between 0.1% and 58.5% and their ten-year relative risk ranged between 
90% lower risk to 50% higher risk. Of the nine participants, four provided ratings (in 
percentages) of their perceived absolute and relative risk. To be able to compare results 
with previous research, a risk perception score larger than ± 20% of a person’s actual risk 
score was deemed to be inaccurate (Frijling et al., 2004). Using this cut-off point, three 
people were found to overestimate their absolute risk whereas one person underestimated 
their absolute risk (see Table 5).
Table 5. Perceived (where given) and actual absolute risk of having a MI or 
stroke in the next 10 years before receiving risk information
Participant
ID
Perceived 
absolute risk (%)
Actual absolute 
risk (%)
Accuracy of 
absolute risk 
perception
25 50 22 Overestimated
30 9 0.10 Overestimated
41 15 4.8 Overestimated
43 5 23 Underestimated
As for relative risk, all participants were found to overestimate this. Only one participant 
gave an estimate that was in the same direction as the actual risk (i.e. lower than his norm 
group), however, this rating was still an overestimate (see Table 6).
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Table 6. Perceived (where given) and actual relative risk of having a MI or 
stroke in the next 10 years before receiving risk information.
Participant
ID
Perceived 
relative risk (%)^
Actual relative 
risk (%)
Accuracy of 
relative risk 
perception
25 -29 -43 Overestimated
30 80 -90 Overestimated
41 50 -75 Overestimated
43 25 -29 Overestimated
In terms of verbal description of relative risk, six participants thought they were at a 
higher risk than other people their age and gender but were actually at a lower risk. Two 
participants thought they were at a lower risk but were actually at a higher risk. Only one 
participant accurately perceived their relative risk as lower.
Changes in risk perception 
Absolute risk perception
Seven participants who received personalised risk information completed a second set of 
questionnaires within the timeframe of the study. Four of these participants provided risk 
estimates in percentages before and after receiving personalised risk information. All 
these participants adjusted their risk perception in the accurate direction, however, two of 
the participants who previously overestimated their risk still overestimated it. The other 
two participants (one overestimating and one underestimating their risk) adjusted it to 
accurate levels. One participant did not provide estimates on the first occasion, but 
overestimated the risk following the personalised risk information (see Table 7). Two 
participants did not provide any risk estimates in percentages on either occasion.
 ^ Although the risk information form was devised to give relative risk information in “times greater risk” 
rather than percentages, this was changed to percentages when it was noticed that most participants had a 
relative risk that was lower than their norm group.
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Table 7. Perceived and actual absolute risk of having a MI or stroke in the next 10 years before 
and after receiving risk information.
ID Perceived 
absolute 
risk - pre 
(%)
Perceived 
absolute 
risk -  post 
(%)
Actual
absolute
risk
(%)
Accuracy of 
absolute risk 
perception - post
Change in absolute 
risk perception
25 50 40 22 Overestimated Overestimate reduced
30 9 3 0.1 Overestimated Overestimate reduced
38 Missing 2 0.1 Overestimated N/a
41 15 4 4.8 Accurate Accurate adjustment
43 5 22 23 Accurate Accurate adjustment
Investigating participants’ appraisal of having a heart attack or stroke in form of verbal 
probability statements, a Wilcoxon signed ranks test found a statistically significant 
reduction in participants’ perception of having a stroke in the next year after receiving 
risk information (z = 2.000, N -  Ties = A, p  < .05). No significant change was found in 
perception of having a heart attack in the next year (z = 1.342, N -  Ties = 5, n.s.), having 
a heart attack in the next ten years (z = 1.000, N -  Ties = 1, n.s.) or having a stroke in the 
next ten years (z = 1.414, N -  Ties = 2, n.s.).
Relative risk perception
Table 8 outlines the perceived relative risk after receiving risk information, the accuracy of 
these perceptions and whether there was a shift in the participants’ risk perception. Relative 
risk perception data before and after receiving risk information as well as accuracy data was 
available for four participants and shows that although only one participant accurately 
adjusted their relative risk perception, two participants reduced their initial overestimate.
Table 8. Perceived and actual relative risk of having a MI or stroke in the next 10 years before and after 
receiving risk information.
ID Perceived 
relative 
risk - pre 
(%)
Perceived 
relative 
risk -  post 
(%)
Actual
relative
risk
(%)
Accuracy of 
relative risk 
perception - post
Change in relative 
risk perception
25 -29 -10 -43 Overestimated Overestimate increased
30 80 2 -90 Overestimated Overestimate reduced
38 Missing 2 -90 Overestimated N/a
41 50 4 -75 Overestimated Overestimate reduced
43 25 -30 -29 Accurate Accurate adjustment
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Figure 4 shows responses to the question “Compared to other people your age and 
gender, what do you think your risk is of having a heart attack or stroke?” before and after 
receiving personalised risk information (N = 7), measured by verbal statements. A 
Wilcoxon signed rank test showed that the difference was not statistically significant, 
however, a trend towards significance was noted (z = 1.857, N -  Ties = A,p = .063).
■ Risk perception before 
information
H Risk perception after 
information
A bit The same A bit lower Much 
higher lower
Figure 4. Relative risk perception before and after receiving risk information.
Out of the four participants who had previously estimated their risk as being a bit higher 
than average and whose actual risk scores showed that they were lower than average, two 
adjusted their response to “much lower”, one thought their risk was the same and one still 
thought it was a bit higher. The participant who thought he was at a lower than average 
risk before receiving the risk information and received information that confirmed this 
maintained his baseline perception. However, the two participants who were at a higher 
risk than their norm group but initially perceived their relative risk as below average still 
believed they were at lower than average risk after receiving risk information even though 
the information they received suggested the contrary.
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Risk information
Table 9 shows the responses to the questions that were designed to evaluate the risk 
information provided (N=7). This suggests that overall, the participants found the 
information easy to understand, it did not cause them any major worry and it made most 
people think differently about their risk of having a heart attack or stroke. Most people 
reported feeling more motivated to change their behaviours following the risk information 
and all participants reported intentions to follow most or all of the advice that had been 
given by their doctor.
Table 9. Evaluation of risk information.
Question Responses (N)
How easy was it to understand? Easy (5)
Very easy (2)
Were you worried? Somewhat worried (2) 
Not worried (5)
Did it make you think differently? Not different (2) 
Somewhat different (4) 
Very different (1)
Did it affect your motivation? No difference (2)
Somewhat more motivated (3) 
Much more motivated (2)
Do you intend to follow the advice? Most of it (2) 
All of it (5)
Emotions
Table 10 shows anxiety and depression categories from the HADS recorded before 
receiving risk information. Almost half of the participants were found to have moderate 
or severe levels of anxiety. Looking at individual responses, “I can sit at ease and feel 
relaxed” received the highest ratings with six participants (total N = 11) responding “Not 
often”. Kendall’s tau showed a significant correlation between depression and anxiety 
levels (t = .709, N = 12,/? < .01, two-tailed)
Table 10. Anxiety and depression recorded in participants at the initial stage.
Non-case Mild Moderate Severe
Anxiety (N = 12) 7 0 3 2
Depression (N = 12) 9 3 0 0
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A significant positive correlation was found between initial risk perception of having a 
MI within the next year and the HADS anxiety score (x = .483, N = 12,/? < .05). No other 
risk perception variable was found to correlate with anxiety (x ranging from -.304 to 
.409). No significant correlations were found between levels of depression and any risk 
perception variable (x ranging from -.385 to .403).
Five out of seven participants who completed follow-up measures recorded minimal 
levels of anxiety, categorised on the HADS as a “non-case”. A reduction of anxiety was 
seen in the other two participants following risk information. One participant’s score was 
reduced from severe to moderate whereas the other’s was reduced from moderate to mild. 
Although most participants showed a slight reduction in anxiety score (see Table 11), 
Wilcoxon signed rank test showed no significant changes before and after risk 
information in total anxiety score (z = 1.362, N -  Ties = 7, n.s.). There were no changes 
in depression categories and there were no significant change in total depression score (z 
= 1.890, N -  Ties = 4, n.s.).
Table 11. Anxiety score before and after receiving risk information.
Participant
ID
Baseline 
anxiety score
Follow-up 
anxiety score
23 6 4
25 4 0
30 1 5
38 17 14
41 2 3
43 14 9
49 5 1
Medication adherence
Five participants reported taking hypertensive medication, one participant reported taking 
medication for high blood cholesterol and one participant reported not taking any 
medication for either hypertension or hypercholesterolaemia.
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Although the MARS-5 indicated high levels of adherence (mean = 23.3, SD = 1.86, scale 
maximum = 25), only two participants were fully adherent. Responses to the individual 
questions are shown in Figure 5.
rI:
i .
□ Always 
■ Rarely
□ Ne\«r
Forget Alter dose Stop
Question
Miss out Take less 
dose
Figure 5. Frequency of responses on the MARS-5 items .^
Participants were categorised as adherent or non-adherent and Fisher’s exact test was 
used to test factors that were hypothesised to influence medication adherence. Due to the 
small sample (N = 6) and homogeneity in terms of responses, it was not possible to 
perform the test to investigate the relationship between medication adherence and 
accuracy of risk perception, self-efficacy, response effectiveness and depression. For 
severity and anxiety, the results were non-significant (Fisher’s exact test = .200 and 1.000 
respectively)
Out of 11 people who answered the question about the financial impact of paying for 
regular medication, two reported it would make little difference to their finances, five said 
it would make some difference to their finances, one said it would make a large difference
The options "often” and "sometimes” are not included as they generated no responses
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and three participants stated it would be impossible for them to afford. By dividing these 
participants into two groups (“little and some difference to finances” and “large 
difference and impossible to afford”), it was possible to examine the impact of this 
variable on medication adherence using Fisher’s exact test. However, no relationship was 
found (Fisher’s exact test = .400, N = 5, n.s.).
Protection motivation variables
Results from the IPQ-R suggest that participants tended to think that their condition was 
not very severe (Consequences subscale), believed their treatment could control their 
illness (Treatment Control subscale) and thought they had the ability to carry out 
necessary action (Personal Control subscale). Table 12 shows the means and standard 
deviations for the three scales. On the Consequences and Personal Control subscales, an 
average score above 18 suggests high levels and an average score below this indicates 
low levels. For Treatment Control, an average score above 15 suggests high levels.
Table 12. Results from the three subscales of the IPQ-R (N = 7).
Mean SD Scale
average
Scale
maximum
Scale
minimum
Consequences 16.43 4.04 18 30 6
Personal control 23.57 2.30 18 30 6
Treatment control 20.00 2.45 15 25 5
Neither consequences nor treatment control correlated with reported motivation to change 
lifestyle (x = -.459, N = 7, n.s. and x = .344, N = 7, n.s.). However, personal control 
showed a trend towards a negative correlation with motivation to change (x = -574, N = 7, 
p  = .05, one-tailed) and relative risk (recorded by verbal categories) at the initial stage 
was positively correlated with motivation to change (x = .735, N = 7,/? < .05, one-tailed). 
No other risk measures correlated with motivation to change lifestyle.
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DISCUSSION
The aims of this study was to assess the accuracy of risk perception in a population with 
identified cardiovascular risk factors, to investigate whether inaccurate perceptions can be 
altered following personalised risk information and to see how this links to health 
behaviours, as identified by medication adherence.
A reduction in the number of new referrals to the hypertension clinic in combination with 
most clinicians feeling to busy to recruit participants for this study led to a smaller sample 
size than originally aimed for. In addition, including another clinic (lipid clinic) in the 
study made little difference to the sample size. As a result, the findings in this study 
should be interpreted with the sample size in mind and statistically significant results 
should be seen as a guide as to what direction results might point in rather than results 
that can be generalised to this population as a whole.
Initial risk perception
This study found that few participants thought they would have a MI or stroke in the next 
one or ten years. There was a tendency to rate having a stroke as more unlikely than 
having a MI and this is probably due to a common misconception that stroke only 
happens to elderly people (Stroke Association, 2006). Indeed, older participants with 
longer duration of hypertension/hypercholesterolaemia reported higher likelihood ratings 
of having a stroke in ten years time than did younger participants with a shorter duration 
of hypertension/ hypercholesterolaemia. However, it is also possible that this finding is an 
effect of something else, for example a family history of stroke, and that the correlation 
with age and duration of hypertension is coincidental.
Despite most participants stating that they believed they were unlikely to have a MI or 
stroke, a majority of participants thought they were at higher risk than other people their 
age and gender. It is likely that patients with hypertension and hypercholesterolaemia 
have been informed by health professionals that their condition puts them at an increased 
cardiovascular risk and this may explain the belief that their risk is higher than other
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people their age and gender. However, believing that one has a higher relative risk may 
generate anxiety and it is possible that optimistic bias (McKenna et al., 1993) were 
applied to some extent in order to reduce the level of anxiety, hence the low verbal ratings 
for absolute risk.
Estimating risk using percentages
This study asked people to estimate their ten-year risk in percentages so that a direct 
comparison between their perceived risk and their actual risk score could be made. 
However, only seven participants provided absolute risk estimates in terms of 
percentages, suggesting that many participants find it difficult to estimate their risk in this 
way. Other researchers looking at risk perception have also found relatively high levels of 
missing data when asking participants to provide risk estimates in a numerical form (e.g. 
Weinstein et al., 2004). Frijling et al. (2004) got a 76.7% response rate from their 
participants using a visual analogue scale (VAS), which suggests that people still have 
difficulties with estimating their risk even when an aid to the estimates is provided. 
Frijling et al. found that people who were older and people who had lower educational 
level were less likely to provide VAS ratings. No effect for age or educational level on 
providing estimates in percentages was found in the current study, although a small effect 
would have been undetectable due to the small sample size.
As for relative risk, it was believed that asking people to give a relative risk rating (before 
receiving risk information) would generate a low response rate, as it would assume 
knowledge about average rates of 10-year risk of MI and stroke as well as an ability to 
relate this information to absolute risk estimates. Instead, participants were asked only to 
provide a rating for what they believed the average risk for individuals their age and 
gender to be. Using this information, a relative risk score was subsequently calculated for 
them. Looking at this data, it could be suggested that participants had little awareness of 
the general risk of having a MI or stroke, however, it is not clear whether this finding was 
a result of lack of knowledge of the MI and stroke risks or whether it was due to 
difficulties using percentages. Many authors and researchers have highlighted the
173
MRP
difficulties many people have with understanding percentages (e.g. Gigerenzer and 
Edwards, 2003) and inconsistencies between responses to verbal categories and 
percentage ratings found in this study (for example, rating relative risk as “much lower” 
on the question using verbal categories but “4% higher risk” when asked to use 
percentages to describe relative risk) suggest that some participants in this study did 
indeed have difficulties understanding percentages. It is possible that some participants 
did not realise that putting their own risk at for example 8% and the risk of others at 4% 
actually means a 100% increased relative risk (or, twice as likely). As a result, it is 
possible that the calculated relative risk scores were higher than if the participants would 
have been asked to rate their relative risk directly.
Judging from results from this and other studies (e.g. Frijling et al., 2004), it might be 
suggested that using percentages has limited use as a means to estimating risks. However, 
Paling (2003) emphasise the importance of using numbers and not relying solely on 
descriptive terms, which might have different meaning for different people. A number of 
visual aids combining different risk communication strategies (e.g. numbers, graphs and 
colour codings) that can be used to facilitate the understanding of numerical risk 
information have been developed (for examples of these, see Paling, 2003 and Edwards et 
al., 2002). However, these aids do not seem to have been systematically evaluated or 
compared with one another. More research is needed in this area and further education 
about risk communication for health professionals based on research findings is essential.
Accuracy of initial risk perception
It was hypothesised that before receiving risk information, a majority of participants 
would overestimate their risk of having a MI or stroke in ten years time. Despite the fact 
that only four participants had both actual risk score and perceived percentages recorded, 
the findings offer support for the hypothesis. Three out of four participants overestimated 
their absolute risk and all participants overestimated their relative risk. This goes in line 
with previous research on people with moderate to high cardiovascular risk (Frijling et 
al., 2004) whereas research with people with acute MI (Broadbent et al., 2006) found that
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underestimates were as common as overestimates. One suggestion as to why a higher 
number of people underestimated their risk in the MI population study compared to the 
current and Frijling's et al.’s study is that some participants might believe that "lightning 
does not strike twice in the same place” and may subsequently feel that they are unlikely 
to have another MI or stroke. In addition, it is possible that when patients have had a MI, 
risk is no longer discussed to the same extent as in hypertension and hyper- 
cholesterolaemia clinics, given that the event they were at risk of has already occurred.
Looking at verbal descriptions of relative risk where data were available for nine 
participants, the results still support the hypothesis this population are more likely to 
overestimate their risk, however, the evidence is less conclusive. Four participants 
thought they were at a lower risk and two of these participants were actually at a higher 
risk. Since only two participants in the study were at higher than average risk, it is 
difficult to draw any conclusions from this finding. However, higher actual risk suggests 
they might have more risk factors than the other participants. Having more CVD risk 
factors would arguably lead to higher levels of anxiety and it is possible that in order to 
avoid this, optimism bias is applied.
Changes in risk perception
It was hypothesised that perception of risk would become more accurate following risk 
information. Indeed, most of the results suggest that risk perception was altered and 
became more accurate following the presentation of personalised risk information. This 
indicates that participants found the information accessible and understandable and 
responses to the questions evaluating the risk information confirmed that participants 
found the risk information given in the appointment easy to understand. Previous research 
has also found that risk perceptions can be changed by using personalised risk 
information. Emmons et al. (2004) found that risk perceptions regarding colon cancer 
could be corrected using personalised risk information and Avis et al. (1989) found some 
effect of personalised risk information on healthy participants’ perception of having a MI. 
However, to the knowledge of the author, this is the first study evaluating the impact of
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risk communication in a population at risk of CVD. Although the sample size was small, 
the results in this study are encouraging as it suggests that risk perceptions in this 
population are amenable to change. As discussed earlier, an accurate sense of risk is 
important in order to be able to make informed choices regarding treatment choices and 
changes to lifestyle and since this population has been found to have a tendency to 
overestimate their risk, changes in perception might lead to reduced levels of anxiety.
However, although risk perceptions became more accurate following risk information, 
three out of five participants still overestimated their absolute risk and four out of five 
still overestimated their relative risk perception. Researchers investigating risk perception 
of developing cancer (e.g. Weinstein et al., 2004) have also found that although accuracy 
improves with personalised feedback, many participants continues to overestimate their 
risk. Weinstein et al. suggested that this might be an effect of participants combining the 
new information with their initial beliefs, rather than giving up their initial belief 
altogether. This theory could explain the shift in beliefs towards the information received. 
Another suggestion is that there is a reluctance to give up the original belief as it may 
have been used to justify behaviours that might have been carried out as a consequence of 
the belief. For example, believing that one is at high cardiovascular risk might have 
guided decisions, for example regarding diet and exercising, and holding on to this belief 
might be necessary for future motivation. In addition, as discussed earlier, participants in 
the current study are likely to have been told by clinicians that their hypertension/ 
hypercholesterolaemia puts them at an increased cardiovascular risk and it is possible that 
this information has been so ingrained (from hearing it several times, or for triggering a 
fear response when hearing the information) that receiving contradicting information on 
one occasion is insufficient and the information is discarded as not credible. It is not 
possible to discount the possibility that the lack of accurate adjusting of risk perceptions 
following risk information is due to participants’ lack of understanding of the risk 
information, as highlighted by Avis and colleagues (1989). However, participants’ 
subjective reports about the accessibility of the information given suggest that they did 
not find the information difficult to understand. In addition, the shift towards greater
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accuracy could be regarded as evidence that the information was understood at least to a 
certain extent.
Looking at changes in verbal appraisals of risk following risk information, it was found 
that the risk information reduced participants’ perception of having a stroke in the next 
year, however, it did not seem to have an impact on the other absolute risk measures 
(having a stroke in ten years time and having a MI in one or ten years time). As discussed 
earlier, people perceived themselves to be at lesser risk of having a stroke than having a 
MI before receiving the risk information. Weinstein et al. (2004) highlight the role that 
media plays in creating and maintaining health perceptions. With MI being more common 
than stroke and being the main cause of mortality in the UK, it is likely that it gets more 
coverage than stroke in media. The focus on MI over stroke is highlighted in that NICE 
guidelines for coronary heart disease have been in place since April 2001 (subsequently 
updated and replaced; National Collaborating Centre for Primary Care, 2007) whereas 
clinical guidelines for the management of stroke is currently in process with an expected 
completion date of July 2008 (www.nice.org.uk/page.aspx?o=29500U. More frequent 
reminders in the media about the impact and need for prevention of MI might make 
beliefs about MI more resistant to change.
The verbal relative risk perception again offered less consistency in terms of the impact of 
the risk communication. The two participants who believed they were at lower than 
average risk and were informed that they were at a higher than average risk did not 
change their perception. One explanation as to why this happened was that the 
participants might not have understood the information given, despite reporting that they 
found the information easy to understand. Another explanation could be that they did not 
remember the information they were given when they completed the follow-up 
questionnaires. A third explanation is that in order to cope with the arguably worrying 
risk information, the new information might not have been believed and the old 
perception remained.
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To conclude, it appears that individuals whose risk perceptions were higher than their 
actual risk were more susceptible to the personalised risk information and were more 
likely to change their perception in an accurate direction. However, as only two 
participants in the study had an actual relative risk that was above their norm group, a 
larger sample would be needed in order to draw any conclusions about the impact of risk 
communication in people with a higher than average risk.
Relationship between anxiety and risk perception
This study found that almost half of the participants suffered from moderate or severe 
levels of anxiety. In 2000, it was estimated that one in six adults in Great Britain suffered 
from depression, anxiety or a combination of both (Office for National Statistics, 2003), 
which puts the frequency of anxiety in the population researched in the current study well 
above average. As highlighted in the introduction, anxiety has been found to be a 
predictor of CVD (e.g. Gallo & Matthews, 2003) and this might explain the high levels of 
anxiety found in this study. However, despite depression also being a predictor of CVD 
(e.g. Ford & Mead, 1998), the levels of depression found in this study were comparably 
low. Another possible explanation for the high levels of anxiety found was that many 
patients in the clinic were from a lower socio-economic background, as reported by the 
doctors. Low socio-economic status has been associated with poorer mental health 
(Office for National Statistics, 2003), however, it could be assumed that low socio­
economic status would also result in high levels of depression and does therefore not 
provide a satisfactory explanation for the high anxiety levels.
The levels of anxiety found in this study are even higher than those that were found in 
participants who were hospitalised following suffering a MI (26.1%; Lane et al., 2002). It 
is possible that being referred to a specialist clinic might give people a perception that 
their condition is serious and this in turn might have an impact on anxiety. However, this 
would suggest that the anxiety measured in this study is a reaction to a specific event 
rather than a pathology as such. Although the HADS was constructed as a measure to 
identify anxiety and depression conceptualised as mental health constructs, it is possible
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that it is also sensitive to more temporary states of anxiety. Indeed, Martin and Thompson 
(2000) conducted a factor analysis on the HADS, based on data from a UK sample of 
patients receiving care following acute MI. They found that the anxiety items loaded onto 
two different factors; one of which relates to fear and panic responses which are more 
related to situational stressors and one that appears to be describing more enduring 
anxiety symptoms. Although the data in the current study does not suggest higher ratings 
for the “reactive” type anxiety questions, the hypothesis that the HADS was measuring a 
more temporary state of anxiety cannot be disregarded. It is also possible that answering 
questions about risk might have increased participants’ anxiety levels and that the items 
on the HADS were responded to according to how they were feeling at that particular 
time rather than being based on feelings over the past week, as stated in the instructions.
The reduction of anxiety seen in the two participants with high levels of anxiety after the 
follow-up appointment where they received the personalised risk information seems to 
suggest that a more temporary construct of anxiety was measured. However, if the HADS 
was detecting changes in anxiety as a reaction to a situation, what could explain the 
absence of increased anxiety in people who were told they were at an above average risk 
of having a MI or stroke? Previous research has found that people who were given 
relative risk information placing them above the average for their comparative group, 
reported more worry than people who were told they were below average (Klein, 2003). It 
is possible that in this case, participants were applying optimism bias or did not remember 
the risk information, and this is supported by the fact that they did not adjust their risk 
perception to an accurate level but still believed they were at lower than average risk.
Participants’ subjective responses to whether the risk information had made them worried 
indicated that a majority did not feel worried at all by the information they had received. 
This goes in line with the findings from the HADS anxiety scale.
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The impact on health behaviours 
Medication adherence
This study was interested in gaining a further understanding of the mechanisms 
underlying engagement in health behaviours as well as measuring the impact of the risk 
information on health behaviours. Medication adherence was chosen as a measure of 
health behaviours as it was believed to be the health behaviour variable that most 
participants would have in common. Overall, medication adherence appeared high, 
although only two out of six participants were found to be fully adherent. This result is 
somewhat higher than those found by Stilley et al. (2004). They found that just under a 
quarter of participants with high LDL cholesterol levels were fully adherent. However, it 
is difficult to make any direct comparison between the two studies as Stilley and 
colleagues measured medication by a microchip in the medication bottle cap. In addition, 
adherence was defined as adhering 80% of the time. Whilst it can be argued that the 
MARS-5 is a more stringent measure of adherence (requiring a fiill score to be regarded 
as adherent), since it is a self-rated questionnaire, it is not possible to rule out an effect of 
socially desirable responses and hence adherence might be overestimated. However, as 
discussed in the methods section, previous evidence suggests that the MARS-5 is able to 
make a reliable distinction between adherent and non-adherent participants.
A number of predictions regarding factors that would influence medication adherence 
were made. Predictions based on the PMT suggested that a high sense of severity, self- 
efficacy and response effectiveness would have a positive impact on medication 
adherence. An accurate sense of risk and low levels of depression were also predicted to 
be positively related to medication adherence. In addition, anxiety was predicted to 
influence medication adherence, although due to ambiguous findings by previous 
researchers, no prediction about the direction of this relationship was made. Due to the 
small sample size, it was not possible to generate any inferential statistics for accuracy of 
risk perception, self-efficacy, response effectiveness and depression. In terms of severity 
and anxiety, no effects were found. Despite high severity being one of the components of 
the PMT, high severity has not always been found to elicit health behaviours (e.g.
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Maddux & Rogers, 1983). Hence, the result found in this study is not unusual. However, 
it is possible that an effect would have been found with a larger sample. As for anxiety, 
results about the influence on medication adherence and other health behaviours have 
been mixed in the past. In the introduction, it was suggested that different types of anxiety 
would have a differential impact on health behaviours. As a result, it would be more 
difficult to detect an effect of anxiety, in particular in small samples. In future research, it 
might be necessary to specify the type of anxiety that the participants are experiencing in 
order to get a clearer picture of the impact of anxiety on health behaviours.
In addition to the protection motivation variables and emotions, participants were asked 
about the financial implications of paying for regular medication. This question was 
included following discussions with a doctor in the hypertension clinic who highlighted 
the overrepresentation of people from a lower socio-economic group attending the clinic. 
Despite the seemingly obvious implications of being unable to afford medication, no 
relationship was found between this variable and medication adherence. It is possible that 
people who said they were adherent were just giving socially desirable responses and this 
might explain the lack of significant results. Another explanation is that although 
participants reported that it would be difficult or impossible to afford regular medication, 
they might still prioritise buying medications if they are seen as important enough. A 
third explanation is that people were adherent at the time but would not be able to afford 
regular medication in the long run.
Other health behaviours
As mentioned above, medication adherence was chosen as the only measure of health 
behaviours. However, participants were also asked about their motivation to change their 
behaviours after receiving personalised risk information and whether they intended to 
follow the advice given by the doctor. Most participants reported feeling more motivated 
to change their behaviours following the risk information and all participants intended to 
follow most or all of the advice given by the doctor. It is not possible to know whether
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people did change their behaviours following the risk information and further research is 
needed to examine this.
This study found that people with a higher sense of self-efficacy reported lower 
motivation to change their life style. This is in stark contrast to findings reported by other 
researchers investigating the relationship between health behaviours and PMT variables. 
High levels of self-efficacy have repeatedly been identified as the variable that has the 
strongest impact on positive health behaviours. It is not known why this study found 
results opposite to this but it is possible that participants with the highest sense of self- 
efficacy had already implemented changes in health behaviours and therefore felt that the 
risk information did little to motivate them further.
Limitations
As highlighted throughout this discussion, the results in this study are compromised by 
the small sample size. In many cases, it was not possible to perform statistical analyses 
and in other cases, the sample might have been too small to detect any statistical 
significant relationships or changes.
In addition to the small sample size, data on risk perception was further limited by 
participants’ difficulties with estimating their risk in percentages. Although previous 
literature has highlighted that many individuals have difficulties with numerical 
estimates, this study found a substantially higher proportion of missing data for numerical 
risk estimates than reported by other researchers. Future research is likely to benefit from 
the use of visual aids in order to understand and express risks in numerical forms.
Since the participants completed the questionnaires at home at their leisure, it was not 
possible to control for the time elapsed between the patients receiving the feedback 
information and completing the follow-up questionnaires and no reliable way of 
measuring this could be thought of. It is possible that the longer the time between 
receiving feedback information and completing questionnaires, the more likely the
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participant would be to forget the risk information and this would in turn have an impact 
on accuracy of perception.
As discussed above, only one type of health behaviour was measured in addition to a 
more general question about motivation. It is possible that people perceive medication as 
more important than, for example, adhering to a low-salt diet. It is also possible that 
medication adherence is seen as more manageable by the individual as it is not time 
consuming and does not impact on everyday activities. As a result, measuring other 
health behaviours such as smoking status, exercise habits and diet might have generated 
different results in terms of its relationship with PMT variables and emotions.
As with all research taking place in a natural, uncontrolled environment, it is difficult to 
ascertain what effects of risk communication can be attributed to the personalised risk 
information. Since the feedback was given as part of an appointment with the doctor, it is 
possible that other risk information, for example family history of MI and stoke, was 
discussed and this information might have had an impact on subsequent changes in 
perception. This would need to be controlled for in order to draw any firm conclusions 
about the impact of the risk information.
Future research
A few areas for future research have been outlined throughout this discussion. It is 
suggested that future research attempts to replicate the findings in this area. Clinicians 
found it difficult to prioritise recruiting participants for this study, however, it is hoped 
that the findings from this study would encourage participation by clinicians in studies 
such as this in the future. Alternatively, to reduce the burden on the clinicians, future 
research could have a researcher located at the clinic who is responsible for the 
recruitment and providing the participants with the personalised risk information. This 
would also be advantageous in that the risk information received would be more 
controlled and results regarding its impact would be more conclusive. However, doing it 
in this format would jeopardise the ecological validity of the results to some extent.
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Another option would be to design a study using quasi-randomisation of participants into 
two conditions -  one receiving personalised risk information and one control group 
(attending a standard follow-up appointment). However, this would require a large 
sample.
Another area of potential research interest is exploring health professional’s attitudes to, 
and experience of, providing people with risk information. The discrepancy between the 
potential sample size (calculated in conjunction with the clinicians) and the actually 
sample size in this study highlights the reluctance of the clinicians to recruit participants. 
Although it is possible that this was due to the clinic being very busy, recruiting within 
the timeframe of the appointment was possible, as evidenced by one doctor who recruited 
all participants bar one. This suggests that other factors may be underlying the decision 
not to recruit and these could potentially be identified by using a qualitative approach. 
This area is of importance since unless health professionals are willing to provide people 
with risk information, research into the area of risk communication and its impact will be 
purely hypothetical and will have no direct clinical benefit to the patients.
More research is needed into the area of people’s understanding of risk presented as 
numerical estimates. Many visual aids have been developed to facilitate this 
understanding and a systematic evaluation of these aids is warranted and a standardised 
way of communicating risk is called for. Standardisation of the ways in which risks are 
communicated has been suggested by several researchers (Edwards et al., 2002) and this 
might be an issue that needs to be pursued in the political arena, for example by 
developing national guidelines, rather than by debates in journals such as the British 
Medical Journal.
Why people who overestimate their risk seem to be reluctant to change their perceptions 
has been discussed previously to some extent (e.g. Weinstein et al., 2004). Building on 
the theories that have already been suggested, research into why people do not accurately 
adjust their overestimates is needed in order to inform strategies and tools that might be
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more powerful in influencing these perceptions. This type of research might benefit from 
a qualitative approach.
The relationship between anxiety and risk perception and health behaviours is not clear 
and more research is called for in this area. As discussed above, different types of anxiety 
might have a different impact on perceptions and behaviours, hence it might be necessary 
to distinguish between different types of anxiety in future research.
Finally, in order for research of this type to have direct clinical implications, it would be 
necessary to look at the link between adjusted risk perception and any changes in health 
behaviours. This could be measured by self-report, however, clinical data (for example, 
changes in weight, cholesterol levels and blood pressure) might be more persuasive in 
order to motivate clinicians to ensure their patients have an accurate sense of risk.
Summary and conclusions
Most participants in this study were found to have a tendency to overestimate their 
absolute and relative risk. Despite the small and demographically diverse sample size, all 
participants who overestimated their risk showed a change towards accuracy in risk 
perception after they received personalised risk information although complete accuracy 
was generally not achieved. The personalised risk information did not change risk 
perceptions in participants with higher than average risk. Although research with a bigger 
sample is needed to draw any firm conclusions, these initial findings suggest that patients 
^an benefit from personalised risk information of the type used in this study.
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APPENDICES
Appendix A. Demographics Questionnaire (Hypertension version)
D E M O G R A P H IC S
Please com plete all questions according to the instructions.
1. G en d er (please tick)
O  M ale □  Female
2. A ge (rounded to closest year)::
3. E th nicity  (please tick) 
V liite
□  British
□  Irish
O  Other (please state);_
M ixed
r~l W hite and Black Caribbean 
r~1 W hite and Black African 
[Q  White and A sian  
r~l Other {please state):
A sian or Asian British  
r~l Indian
□  Pakistani
□  Bangladeshi
□  Other (please state):.
Black or B lack British
□  Caribbean 
Q  African
CH Other (please state):.
C hinese or other ethnic group 
n  C hinese
□  Otlicr (please state):
Demographic questionnaire 
Version 1. 30/06/06
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4. Educational level (please tick all applicable)
□  No qualifications
O  School certificate
Q  GCSE/O-Levels or equivalent
O  A-levels or equivalent
□  Degree
□  Postgraduate degree
n  Other (please specify):
5. Time since diagnosed with high blood pressure: years months
6. Paying for regular medication would ... (please tick);
n  make little difference to my finances
n  make some difference to my finances
n  make a large difference to my finances
r~] be impossible for me to afford
[ ]  I prefer not to answer this question
7. Employment status (please tick)
O  Full time employed
n  Part time employed
□  Unemployed
□  Retired
n  Homemaker
n  Student
□  Not working due to disability/illness
n  Other (please state):
8. Occupation (latest employment):
P artner’s occupation (if applicable):
Demographic questionnaire
Version 1.30/06/06
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RISK PERCEPTION (1)
Please tick one box for each question
How l ikely do you feel it Is that you will have a 
heart attack in the next year?
How likely do you feel it is that you will have a 
stroke in the next year?
How likely do you feel it is  that you will have a 
heart attack in the next 10 years?
How likely do you feel it is that you will have a 
stroke in the next 10 years?
Compared to other people your age and gender, 
what do you think your risk is o f  having a heart 
attack or stroke?
Very
unlikely
Unlikely Unsure Likely ■ N sry
likely
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
Much
higher
A bit 
higher
The
same
A bit 
lower
Much
lower
□ □ □ □ □
What do you think your risk is o f  having a heart attack o r stroke in the next 10 years (in %)?
What do you think the risk is for other people your age and gender o f  having a  heart attack or 
stroke in the next 10 years (in %)?
Risk perception 1 questionnaire. 
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Appendix C. Risk Perception (2) Questionnaire
RISK PERCEPTION (2)
Please tick one box for each question
M o w  likely do you feel it is that you w ill have a
Very
unlikely
Unlikely Unsure Likely Very^
likely
heart attack in the next year? □ □ □ □ □
How likely do you feel it is that you will have a
stroke in the next year? □ □ □ □ □
How likely do you feel it is that you will have a
heart attack in the next 10 years? □ □ □ □ □
How likely do you feel it is that you will have a
stroke in the next 10 years? □ □ □ □ □
Much A bit The A bit Much
Compared to other people your age and gender,
higher higher sam e low er lower
what do you think your risk is o f  having a heart 
attack or stroke?
□ □ □ □ □
W hat do you think your risk is o f  having a heart attack o r stroke in the next 10 years (in %)?
Compared to other people your age and gender the general population, how much more likely 
do you think you are o f  having a heart attack o r stroke in the next 10 years?
Risk perception 2 questionnaire 
Version 1-30/06/06
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Please tick one box for each question
H ow  easy w as it to understand the risk 
information you received in your appointment?
Very
difficult
□
D ifficult U nsu re  E asy
□
Very
easy
□ □ □
Were you worried by the risk information you 
received in your appointment?
Very worried
□
Som ew hat
w orried
□
N ot w orried
□
Did the risk information you received in your 
appointment make you think differently about 
your risk o f  having a  heart attack or stroke?
Very
d ifferen t
□
Som ew hat N ot d ifferen t 
d ifferen t
□ □
D id the  r isk  Inform ation you received in y o u r  ap p o in tm en t affect y o u r  m otivation in term s 
o f  changing y o u r  lifestyle (please tic k  one box)?
n  1 feel much less motivated to change my lifestyle
E H  1  f e e l  s o m e w h a t  l e s s  m o t i v a t e d  t o  c h a n g e  m y  l i f e s t j ' l e
D  1 do not feel any different in terms o f  motivation to  change m y lifestyle 
D I  feel somewhat more motivated to change m y lifestyle 
□  I feel much more motivated to change my lifestyle
D o  y o ^ n te n d  to  follow th e  clinical advice given in th e  appo in tm en t (please tick  one box)? 
U  All o f  i t  
ED M ost o f  i t  
E D  Some o f  i t  
E D  N one o f  i t
Please explain  y o u r a n s w e r:______________
Risk perception 2 questionnaire 
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Appendix D. The Hospital Anxiety and Depression Scale
T H E  H O S P IT A L  A N X IET Y  AND D E PR E S S IO N  SC A L E
Doctoi-s a re  aw are  th a t  em otions p lay  an  im p o rtan t p a r t  in m ost illnesses. I f  y o u r
d o c to r know's ab o u t these feelings h e  w'ill be ab le  to  h e lp  you m ore. T h is questionnaire
is designed to help  y o u r  d o c to r know  how  you feci. R ead  each item  and  p lace a  tick  in
the box opposite th e  rep ly  th a t  comes closest to
week. D on’t  tak e  too long  o v er y o u r  replies; y o u r im m ediate reaction  to each item  will
p robab ly  be m ore  accu ra te  th an  a  long tho u g h t ou t response.
Tick only one. box in each section
I feel tense o r ‘w ound  u p ’: I  feel as if  I  am  slow ed dow n
M ost o f  the time Nearly all the time
A  lot o f  the time Very often
From  tim e to  tim e, occasionally Sometimes
Not at all N ot at all
I still en joy  the  th ings I  used  to I g e t a  so r t o f frig h ten ed  feeling like
enjoy: ‘b u tte rflie s’ in th e  stom ach
Definitely as much N ot at all
N ot quite so much Occasionally
Only a little Quite often
Hardly at all Very often
I  ge t a  so rt o f  frig h ten ed  feeling
as i f  som eth ing  aw’fu l is a b o u t to I  have lost in te re st in  m y
hap p en : ap p ea ran ce :
Very definitely and quite badly Definitely
Yes, but not too badly I don’t take as m uch care as I should
A little , but i t  doesn’t w orry m e I m ay not take quite as m uch care :
Not a t all 1 take ju s t as mueh care as ever
I  can laugh  an d  see th e  funny I  feel restless a s  i f  I  have to be on
side  o f th ings; the  m ove:
A s m uch as 1 always could Very much indeed
Not quite so m uch now Quite a  lot
Definitely not so m ueh now N ot very m uch
Not at all N ot at all
W o rry in g  th o u g h ts  go th ro u g h I  look fo rw ard  w ith  en joym ent to
m y m ind: th ings:
A  great deal o f  the time As m uch as ever I did
A lot o f  the tim e Rather less than I used to
From time to time but not too often Definitely less than I used to
Only occasionally Hardly a t all
I feel cheerfu l I  get sudden  feelings o f  p an ic :
N ot at all Very often indeed
N ot often Quite often
Sometimes N ot very often
M ost o f  the tim e N ot at all
I  can  sit a t  case an d  feel re laxed I  can  enjoy  a good book  o r  rad io  o r
TV  p ro g ram m e
Definitely Often
Usually Sometimes
N ot often Not often
N ot at all V ery seldom
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Appendix E. The Illness Perception Questionnaire
VIEWS ABOUT HIGH BLOOD PRESSURE
Please indicate how much you agree or disagree with the following statements about high 
blood pressure by ticking the appropriate box.
Strongly
disagree
Disagree : N either : 
agree nor 
disagree
Agree Strongly
agree
My high blood pressure is a serious 
condition
My high blood pressure has major 
consequences on m y life
My high blood pressure does not have 
much effect on m y life
My high blood pressure strongly 
affects the way others see me
M y high blood pressure has serious 
financial consequences
My high blood pressure causes 
difficulties for those who are close to 
me
There is lot w hich  I can do to control 
my symptoms
W hat I do can determine w hether my 
high blood pressure gets better or 
worse
The course o f  m y high blood pressure 
depends on me
Nothing I do will affect m y high blood 
pressure
I have the power to influence m y high 
blood pressure
My actions will have no effect on the 
outcome o f  m y high blood pressure
There is very little that can be done to 
improve my high blood pressure
M y treatment will be effective in 
curing my high blood pressure . i ; ^
The negative effects o f  my high blood 
pressure can be prevented (avoided) 
by my treatment
My treatment can control my high 
blood pressure
There is nothing which can help my 
condition
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Appendix F. The Medication Adherence Scale
YOU AND YOUR MEDICINE
M any people find a  way o f  using theirm edicines which suits them. Tliis may differ from the 
instructions on the label o r from what their doctor has said. W e would like to ask you a k w  
questions about how you use your medicines
H ere  a re  some w ays in w hich  people have said th a t they use th e ir  m edicines. F o r  each 
o f  the  sta tem ents please tick th e  box w hich best applies to  you.
I forget to  take my high blood pressure 
medicine
I alter the dose o f  my high blood pressure 
medicine
Always O ften Som etim es R arely  Never
□ □ □ □ □
□ □ □ □ □
I s t o p  t a k i n g  m y  h i g h  b l o o d  p r e s s u r e
m e d i c i n e  f o r a  w h i l e  C D  C U  C D  C D  C D
I d e c i d e  t o  m i s s  o u t  a  d o s e  o f  m y  h i g h
b l o o d  p r e s s u r e  m e d i c i n e  C D  C D  C D  C D  C D
I t a k e  l e s s  h i g h  b l o o d  p r e s s u r e  m e d i c i n e
t h a n  i n s t r u c t e d  C D  C D  C D  C D  C D
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Appendix G. Feedback Form
RISK ASSESSMENT OF HE ART ATTACK/STROKE
Date:
CURRENT RISK 
Risk zone
Risk of having a heart attack or 
stroke over the next 10 years 10 year risk of having 
heart attack/stroke
100
80m
ro 60 
c  50 
g  40 - 
® 30
^  20  - -
You Average person 
your age and sex
Risk of having a heart attack or stroke 
over the next 10 years compared to the average 
person your age and sex
t i m e s  g r e a t e r  r i s k
In order to reduce my risk, I need to...
3. ____________________________
5, ____________________________
. . 6.  : :  : .
7.
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Appendix H. Letter of Approval from Ethics Committee
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Standard approval conditions SL-AC2 
Site approval form (SF1)
Copy to: University of Surrey 
Guildford
R&D Department for NHS care organisation at Guy’s & St Thomas’ 
NHS Trust
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Lewisham Local Research Ethics Committee
Attendance at Committee meeting on 05 September 2006 
Committee Members:
Name Profession PrescnP Notes
Mr Chris Cairns Professor of Pharmacy 
Practice
Yes
Mr Nick Slater ; Consultant Surgeon : Yes
Dr Penelope Jarrett GP Yes
Dr Mehool Patel Consultant Physician Yes
Mr Geoff Carr Policy Officer ^  Lay 
Member
/Yes/:::::;::!:::/:;
Mr Alan Munday Senior Biomedical ; ; 
Scientist
::YeS
Dr Ccim Lanigan Consultant Anaesthetist , Yes
Ms Stephanie Gwilliam Statistician - Lay 
Member
Yes
Dr Pierluigi di Vadi Consultant Pain 
Management Service
No
Ms Ann Muttukumaru Postgraduate in 
Medical Ethics S Law - 
Lay Member
Yes
Also in attendance:
Name Position (or reason for attending)
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Appendix I. Letter of Approval of Amendments from Ethics Committee
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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j  Medication adherence rating 
1 scale
version 2 10 February 2007
1 Covering Letter -Ù5^aW:2PP^
1 Notice of Substantial 
1 Amendment (non-CTIMPs) : :::
18 December 2003
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
R&D approval
All investigators and research collaborators in the NHS should notify the R&D office for the 
relevant NHS care organisation of this amendment and check whether it affects R&D ■ 
approval of the research.
Statement of compliance
The Committee is constituted in accordance v/ith the Governance Arrangements for 
Research Ethics Committees (July 2001 ) and complies fully with the Standard Operating ; 
Procedures for Research Ethics Committees in the UK.
Ref: 06/Q0701/58 Please quote this number on all correspondence
Yours sincerely
Mrs Pat Martin 
Committee Co-ordinator
E-mail; pat.martin@uhl.nhs.uk
Enclosures : List of names and professions of members who were present a t the meeting
and those who submitted written comments
Copy to: University o f Surrey
R&D Deaprtmentfor NHS Care organistion at Guy’s & St Thomas’ 
NHS Trust
211
MRP
Lewisham Local Research Ethics Committee
Attendance at Committee meeting on 06 March 2007
Name ‘ Profession
Mr Chris Cairns Professor of Pharmacy Practice Expert
Mr Nick Slater Consultant Surqeon Expert
Mrs Patricia Martin Administrator None
Mr Desmond Hsu BSc Student None
Sneh Shah BSc Student None
Ms Stephanie Gwilliam Statistician - Lay Member Lay
Dr Penelope Jarrett GP Expert
Dr Colm Lanipan Consultant Anaesthetist Expert
Ms Ann Muttukumaru Postgraduate in Medical Ethics & Law - 
Lay Member
Lay
Dr Mehool Patel Consultant Physician Expert
Also in attendance:
Name Postiion (or reason for attending)
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Dr Kate Davidson
Chair: SHS Ethics Committee
University o f  Surrey
U niversity  o f 
Surrey
Guildford
Surrey GU2 7XH UK 
Telephone; 
+4 4 (0)1483 689445  
Facsimile;
+4 4 (0)1483 689550  
WWW,surrey .ac .uk
Susanna W aem
Psychology D epartm ent -  PsychD 
U niversity  o f  Surrey
9 O ctober 2006
Dear Susanna 
Reference: 61-PSY-06
E valuating  psychological and  clinical im pact o f r isk  com m unication in patien ts w ith 
hypertension .............
Thank you for your subm ission o f  the above proposal.
The School o f  Hum an Sciences Ethics Com m ittee has given a favourable ethical opinion.
I f  there are any  significant changes to this proposal you m ay  need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely
Dr Kate Da\ddson
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Appendix K. R&D Approval E-mail
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Page 2 o f  2
: À S î m  FoundotieaNHS Trust
3rd Fiaor CcRybearç House V 
; 5uy:sWospito': ^
St;ThomcS Street, i-; :
: landon SEL SITr, :H:
Tel: 02071SB5736 în f. 85736 
02071835434 G
The information contained in this message and or attachments is intended only for the person or entity to whii 
addressed and may contain confidential and/or privileged material.
Unless otherwise specified, the opinions expressed herein do not necessarily represent those of Guy's and S 
Thomas'Hospital NHS Foundation Trust or any of its subsidiaries.
The information contained in this e-mail may be subject to public disclosure under the Freedom of Infoimatior 
2000. Unless the information is legally exempt from disclosure, the confidentially of this e-mail and any 
repliescannot be guaranteed.
Any review, retransmission,dissemination or other use of, or taking of any action in reliance upon, this inform: 
by persons or entities other than the intended recipient is prohibited. If you received this in error, please cont? 
sender and delete the materia! from any system and destroy any copies.
We make every effort to keep our network free from viruses. However, it is your responsibility to ensure that t 
mail and any attachments are free of viruses as we can take no responsibility for any computer virus which m 
transferred by way of this e-mail.
https://outIook2003.surrey.ac.Uk/exchange/S.W aem /Inbox/M RP/Ethics% 2006 xF8FF... 28/05/2007
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Appendix L. Consent to being contacted form (Hypertension version)
8KT S dhsslcf 
Medicine
Cardiovascular
Division
Dp Albert f e r n  PhD, frcf 
•in
2.38A New Himîs House 
Guy’s Hospital Campus s
Honorary Consultant
London SE11UL, UK 
Tel:+44 (0)20 7848 6253 
Fax;+44 (0)20 7848 5220 
Email; albert.ferro(Skol.ac,uk
Name.. . . . . . .  ....
Date of b irth .......
Hospital number..
University of London
The impact of risk information in patients with high blood pressure
Thank you for considering being contacted about this research. Your contribution would 
be very valuable in the research. Please write yournam e and tick the box o f  the 
statement that describes how  you would like to proceed..
1. 1 have been given a  pack o f  the questionnaires an d ...
-  agree to being contacted over the phone i f  1 do not return the 
questionnaires/consent form I— I
-  agree to being contacted via letter i f ]  do not return the r— i
questionnaires/consent form I— I
2. 1 would like to speak to Susanna W aem, the researcher, to  find out m ore j j
(Please give contact details you would like to be contacted on; telephone number or 
E-mail address):
3. I do not w ant to be contacted about this research j j
Nam e (printed)...............................................................................................................................
Signature................................................................................................................................ .........
D a te ... .....................................................
Consent to being contacted 
Version 1.30/06/06 :
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MRP
GKT School of 
Mcdicme
Cardiovascular
Division
^Senior L e c tu re rfe :!: 
' elintoaii’harnfiasqlcÿï;
and .;:GG
,:ftQhorafy,éonsülîant|ï
2.38A New Hams House 
Güÿ's Hospital CampuS;
London SE11UL,UK':Ggg;;GÆ 
#+#(pi20#BW
Email; aoori.forrof kcl.ao.uk
University of London
PA TIE N T  IN FO RM A TIO N  SH EE T
Im pact o f risk  com m unication in people w ith high blood pressu re
You are being invited to take part in a research study. Please take time to read  the following 
information carefully and discuss it with others if  you wish. Please feel free to contact me if  there is 
anything that is not clear or i f  you would like more information.
What is the purpose o f  the study?
The overall aim o f  this study is to find out whether risk information can m otivate people to make the 
necessary" changes in order to lower their blood pressure:In England, 34% o f  men and 30% o f  ; 
women have raised blood pressure, which is a leading risk factor for cardiovascular disease. Patients 
can control their high blood pressure by making life-style changes (for example, dietary changes) 
and adhering to medication, however, many people find it difficult to make changes that are likely to 
be beneficial for their health. This study wants to find out how patients with high blood pressure 
perceive tlieir risk o f  having a heart attack or stroke. It will also look at factors that influence how ; 
patients perceive risk, and look at whether risk perception has an effect on clinical outcome in tenus 
o f  reducing future risk o f  having a heart attack or stroke.
Winy have I been chosen?
Patients who come for a first appointment at the Hypertension Clinic at G uy’s or St Thomas’s 
Hospital between September 2006 and March 2007 will be asked to participate. Around 70 patients 
will participate in the study.
Do 1 have to take part?
: It is up to you to decide whether or not to takepart. I f  you decide to participate, please complete the 
enclosed consetit form. You are still free to withdraw at any time and w ithout giving a reason. A 
decision to withdraw at any time, or a decision not to take part, will not affect the standard o f  care 
you receive.
What will I have to do if  1 take part?
As part o f your second appointment at the Hypertension Clinic, you will be presented witli 
infonnation about your risk o f  having a heart attack or a stroke in the future. This infomtation will 
be given to you in written form and you can take the sheet home w ith  you. You will also be asked to 
complete three questionnaires after your first appointment and four questionnaires after your second 
appointment. It is estimated that it will take you about 10 minutes each time to complete these 
questionnaires. You W'ill do this at home and return the questionnaires to Susanna Waern by post 
(stamped and addressed envelopes wdll be provided). I f  you prefer to answer the questions verbally 
over the phone, you can contact Susanna Waem (contact details at the end) to an ange fo ra  time that
Information Sheet 
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is convenient for you. Clinical informaiion collected from your second and third appointment will 
also be used in order to evaluate the impact o f  the risk information received. However, as this data is 
collected routinely by your doctors, it will not involve any e.\tra inconvenience to you. Participating 
in th e  study will not change the treatment you receive at the Hypertension Clinic,
W hat are the possible benefits and disadvantaucs taking part?
It is unlikely that you will experience any disadvantages o f  taking part in this study although it is 
possible that you could experience some distress as a result ofqiiestions about your emotions or 
when thinking about your health. If this was the case, you could contact me (Susanna W aem). D r 
Victoria Senior a t the University o f Surrey or Dr Albert Ferro at the Hypertension Clinic (contact 
details at the end).
By taking part in this study you will be adding a very valuable contribution to the scientific literature 
about the impact o f  risk information in patients with high blood pressure. It is also possible that 
thinking more about the risks o fh igh  blood pressure w ill make you more motivated to make the 
necessary changes to lower your blood pressure.
What if  new infonnation becomes available?
In the unlikely case that relevant new inform ation becomes available, such as risk infonnation being 
found to be detrimental to patients’ health, we would tenninate the study and send participants 
details o f  the new infomiation.
Will mv taking nart in this study be kent confidential?
All information which is collected about you during the course o f th e  research w ill be kept strictly 
confidential. A ny infomiation about you which leaves the clinic w ill have your name and address 
removed so that you cannot be recognised from it. Our procedures for handling, processing, storage 
and destruction o f  data will be compliant with the Data Protection Act 1998.
Lim its to confidentiality : I f  you score in the “severe” range o f  the Ho.spital Anxiety and 
Depres.sion Scale, confidentiality m ay be broken to ensure your safety. If  this is the case, your score 
will be communicated to your doctor at the Hypertension Clinic and he,/she wil 1 talk to you and 
make sure that appropriate action, such as a refenal to your GP, can be taken. Y our doctor may also 
feed back the score to your GP.
What will hanoen to the results o f  the research study?
An executive summary o fth e  results o f  this research will be available on its completion. Please 
indicate on the consent .foim if  you would like a copy. I could provide, an electronic copy via email 
or a hard copy by post if  an electronic copy is not possible. The results may also be published at a 
later stage and a copy o f  the full report will be kept in the University o f Surrey library. No 
participant will be identified in any report written.
Who is funding and reviewing the study?
This study is being completed as part fulfi Imcnt o f  Susanna W aem ’s PsychD Clinical Psychology 
Doctoral Training Programme at University o f  Surrey, wdio is sponsoring the study. No researchers, 
clinicians or participants w ill receive payment for their involvement. The University o f  S uney  and
Information Sheet 2
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Lewisham Local Research Ethics Committee have reviewed the study to ensure it is carried out 
within ethical guidelines.
Please keep this infonnation sheet, should you need to refer to it at a later stage. If  you wish you can 
also receive a copy o f  the signed consent torm to keep. There will be an opportunity to state your 
preference on thé consent form.
Contact for further information
If  you would like to contact m e for any further information or if  you have any questions or 
complaints about the research, please feel free to do so. 1 will be very pleased to discuss this 
research further with you. A lternatively you could discuss any questionsw ith D r Victoria Senior or 
Albert Feno who are supervising this research.
Ms Susanna Waern
Trainee Clinical Psychologist 
Psychology Department 
1 Jniversity o f  Surrey 
Guildford 
Surrey GU2 7HX 
(01483 689441) 
psm4sw(frlsurrev.ac.uk
Dr Victoria Senior
Lecturer in Clinical Psychology 
Psychology Department ; 
University o f  Sun ey 
Guildford 
Surrey GÜ2 7HX 
(01483 689441)
Dr Albert Ferro
ITonorary Consultant Physician 
GKT School o f  Medicine 
(Cardiovascular Division) 
K ing 's College London 
Room 2.38A. New H unt’s 
House
London Bridge 
London SE 1 1UL 
(020 7188 6230)
tn&mg to reW  r/zA sheet iind considering taking part in this studVi
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Appendix N. Consent form (Hypertension Version).
GKT School Of 
Medicine
Cardiovascular
Division
Br iUS«rt ftiT» îw.fflcr- 
Senior Lecturer in : 
Clinical Pharmacology 
and
' Honorary Consultant v G 
Piiysidan I ' L
Patient Identification Number
2.38A New Hunts House 
Guy’s Hospital Campus 
London Bridge 
London SE11UL, UK 
Tel:+44 {0)20 7848 6233 
Fax;+44 (0)207848 6220 
Email; albsrtderro#cl.ac.uk  :
CONSENT FORM
University of London
The impact of risk information in patients with high blood pressure
N am e o f  Researcher: Susaima Waem^ Trainee Glinical Psychologist
Please initial 
box
1. I confirm  that I have read and understand the inform ation sheet dated Sept 2006 
(Version 2) for the above study and have had the opportunity to ask questions.
2. I understand that m y participation is voluntary and that I am  free to w ithdraw  at 
any tim e, ■without giving any reason, w ithout m y medical care or legal rights 
being affected.
3. I understand that sections o f  any o f  m y m edical notes m ay be looked at by 
responsible individuals from  University o f  Surrey w here it is relevant to  m y 
taking part in jesearch. J give perm ission fo r these individuals to have access to 
m y records.
4. I agree to take part in the above study.
5. 1 agree that should I score highly on  the H ospital Anxiety D epression Scale, m y 
score can be com m unicated to  m y doctor at the H ypertension Clinic and m y GP.
6. I would like to be sent a  photocopy o f  this consent form
7. I -v\'ould like to  receive the executive sum m ary o f  the results w hen the study is 
completed. For an electronic copy (preferred), m y  email address is:
N am e o f  participant Signature Date
R esearcher Signature D ate
Consent form 
Version 2 .08/09/06
1 for participant; I for researcher; 1 to be kept -with m edical notes
□
□
□
□□
□
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